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Boston Surgical Society. 


Regular meeting held March 5, 1917. 


Dr. F. B. Lunp read the first paper entitled 
‘*A Case of Bilateral Tumor of the Carotid 
Body.’’ 


(Abstract. ) 


Rarity of carotid tumors; a brief discussion of 
their nature; high mortality of operation in the 
reported cases; careful examination of about 80 
cases reported shows that they are benign for 
many years, and that in the author’s belief they 
often may be removed in their early stages 
without tying the cargtid. Dangers of late in- 
volvement of the internal jugular vein, and 
pneumogastrie and other nerves. Pathology of 
the tumors. 


and one day he went home in a hurry, saying there 
was a gland in the neck of a patient which he wished 
I would take out. I proceeded to take it out, and 
found it was a tumor of the intercarotid body; it 
was very vascular. I tied the common carotid, the 
external and the internal carotid. The patient re- 
covered from the operation. She was followed for 
three or four years, and was all right. (Showed 
specimen. ) 

I believe that there are two reasons for the rad- 
ical removal of this tumor of the intercarotid body: 
first, it is very difficult, even when possible, to re- 
move the tumor by dissecting it from the carotid 
vessels; and a second, and more important reason, 
the growth tends to recur. The tumor is a perithe- 
lioma and is malignant. 


Dr. Lunp: I think it is essential to remove these 
tumors. Although they are benign at first, after 
they have been growing for years, they become ma- 
lignant and invade the jugular vein, and are very 


Report of a case operated on 29 years ago for hard to remove; they involve the pneumogastric 


removal of a carotid body on 
was then of small size; tumor was successfully 
removed by Dr. George W. Gay, without tying 
the carotid; dissection leaves no doubt of the 
nature of the tumor; operation for a carotid 


the left side, which nerve and paralyze the larynx. They seem to be a 


sort of poor relation of the sympathetic ganglia 
rather than a perithelioma; they do not contain epi- 
thelial cells. I think they are really derived from 
the sympathetic system. The reason for operating 
is that if left they become malignant and involve 


tumor of the right side of the neck by the writer the pneumogastric nerve, jugular vein, ete. 


29 years later; this required ligation of the 
common carotid and removal of a portion of the 


complications. 


F. L. Ricwarpson (by invitation) read a 
internal carotid. Uneventful recovery without paper entitled ‘‘Suggestions for the Dietetic 


The writer has found no re- Preparation and After-care of Operative 


ports of other cases which have been success- | Cases.’’ 


fully operated for bilateral intercarotid tumor. 


DISCUSSION. 


Dr. Scupper: I was serving at the Massachusetts 
General Hospital as assistant to Dr. Arthur Cabot, 


(Abstract. ) 


Post-operative nausea and vomiting, and later 
intestinal stasis with the collection of gas, cause 
the patient the most discomfort of any part of 


the surgical recovery. Many factors contribute 
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to the production of these symptoms. Among 
these factors are the improper dietetic prepara- 
tion and use of catharties. 

Acidosis may be largely reduced and often 
prevented if the diet before operation is high 
in carbohydrates, moderate in proteids and low 
in fats. This also tends to conserve the strength 
of the patient. Cathartics should be rarely used. 
When absolutely necessary, a saline should not 
be used later than 36 hours before the time set 
for operation, relying on enemata to clean out 
the colon. Vigorous catharsis and an empty 
small intestine contribute to post-operative in- 
testinal stasis with the collection of gas so pain- 
ful to the patient. 

Earlier feeding of the patient is recommend- 
ed, and at first should be largely carbohydrates. 
This food stimulates early peristalsis, and with 
it the expulsion of gas. It also conserves the 
strength of the patient. Where food cannot be 
given by mouth, glucose should be given by 
rectum, 


DISCUSSION. 


Dr. FreeMAN ALLEN: I agree in the main with 
everything that Dr. Richardson has said in his ex- 
cellent paper, but I have to deal occasionally with 
aleoholies and athletes, and I think it is a great mis- 
take to feed such patients too much. I think that 
they should be starved and thoroughly purged be- 
cause of difficulty in controlling them with the an- 
esthesia. In order to do so, I firmly believe that 
they should be on a diet for two or three days if 
possible before the operation. On the other hand, 
weak patients should be carefully stimulated and 
fed up to the very last minute. Spinal anesthesia 
has the advantage that you can feed patients before, 
during, and after the operation, if necessary, and it 
also leaves the intestines collapsed, whether there is 
much food in them or not. The responsibility of 
dieting patients is divided. I am constantly work- 
ing for dental surgeons, and I find that no one as- 
sumes the responsibility of dieting their patients. 
Bad hearts ought not to be fed up to the last min- 
ute, and should not come to the operation with full 
stomachs. 

I think Dr. Richardson’s paper marks an advance 
in getting the anesthetist to go more into the ques- 
tion of diet. 


Dr. Jones: For the past year and one-half I have 
followed Dr. Richardson’s ideas fairly completely in 
regard to pre- and post-operative treatment. All 
patients have been urged to drink an extra quantity 
of water the day before operation, and have been 
given food much later than formerly. They have 
been given only the cathartic they have been in the 
habit of taking, and the morning of the operation 
they have had an enema. They have been fed as 
soon as possible after operation, usually with gruel 
instead of broth. Water has been given freely after 
a few hours. I am sure patients are much more 
comfortable than when given castor oil and starved 
for a longer period. 

To lessen the amount of ether required, I have 
used Crile’s anoci-association method in part, that 
is, novocain and quinine and urea in the abdominal 
wound, and gentleness in handling tissue. I feel 
that this reduces the amount of ether used to a 
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minimum, and the time required is no greater than 
with simple ether anesthetization.. In addition, a 
much better relaxation of the abdominal wall is ob- 
tained. 

Carbohydrates before operation, avoidance of 
strong catharties, a minimum amount of ether, care 
in handling tissue, a sufficient amount of water by 
mouth or by rectum, with early feeding, especially 
of carbohydrates, has done much to lessen the dis- 
comfort of operation. 


Dr. Porter: I am very much in agreement with 
almost all that Dr. Richardson has said. With re- 
gard to the after-care of laparotomy, I should not 
give warm, but very hot water. This should be 
given with a wooden spoon, as hot as the patient can 
swallow it. I often give hot, sweetened tea without 
milk—never cracked ice. It increases thirst and 
often causes nausea, and does more to undermine 
the morale of patients suffering the first few hours 
after an abdominal operation than anything that 
I know. While castor oil is probably the most com- 
mon cathartic given previous to operation, I am 
sure that we have many times caused sleepless 
early mornings before operation by this drug. If 
used at all, it should be given the night before the 
night before operation. I have not been able to 
convince myself entirely of the value of the anoci- 
association theory, but I am sure that novocain in- 
jected subperitoneally relaxes the abdominal wall. I 
am not sure that it affects, in any way, subsequent 
gas pains or distention. The injection should be 
made some distance back ‘from the incision, and at 
least five, minutes allowed for full action of the 


Dr. Packarp: Mr. President,—May I beg to eall 
your attention to one slight omission which seems 
to me important, namely, the idiosyncrasy of the 
patient. Experience leads me to believe that prepa- 
ration for anesthesia should be adapted to each in- 
dividual case. For example, the matter of clearing 
the intestinal tract through the use of a cathartic. 
It is common experience that a medicament, such 
as castor oil, may provoke a gentle, free, painless 
movement with one patient and a most weakening 
profuse flux with another. It is, therefore. my cus- 
tom in ordering such preparation to inquire the 
patient’s own personal experience. This I have 
usually found a very reliable guide, and whatever 
it be, whether cascara, castor oil, a saline cathartic, 
or “my favorite pill”—that is the one I direct the 
patient to take at least 24 hours before the hour 
fixed for the operation. Personally, I would rather 
that no cathartic be given than that the night’s 
sleep before the operation should be broken by ¢o- 
pious and repeated bowel movements. 

«My watchword in general anesthesia is reduction 
of the general anesthetic to the lowest possible auan- 
tity. This includes two important points: First. 
Do not begin anesthesia until everything relating 
to the operation is ready. Second. Make the tech- 
nical part of the operation as short as possible. Gas 
and ether anesthesia is an immense step in advance. 
It enables the anesthetist to carry the patient to 
complete surgical anesthesia in 90 seconds. The 
patient is often carried through an operation of 
considerable length on gas supplemen with a 
very moderate amount of ether vapor. 

Under such anesthesia the after-effects are con- 
spicuous by their absence. The long-continued 
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OE gastric disturbances of the early days of |;CLINICAL OBSERVATIONS ON 331 CASES 


anesthesia are now almost unknown. The patient 
awakens from the anesthetic usually before removal 
from the operative table. In some cases a slight re- | 
gurgitative effort or two of the stomach is all there 
is of vomiting. Patients are encouraged to take all. 
the water they crave from the beginning, and are. 
not urged to take nutriment until they want it. 
In case much blood has been lost or of prolonged 


aversion to water and food, the rectal drip is insti- 
tu 


Dr. F. H. Laney (by invitation) : Inquired re- 
garding acidosis following operations for goitres. 
He had found that patients vomit after local anes- 
thesia, and although they are fed before and after 
operations, acidosis is still a post-operative compli- 
cation, as with ether. 


Dr. Cotton: I would like to ask Dr. Richardson 
how far he can associate the minimal amount of gas 
or the freedom from gas and stasis, with the fluids 
given. Since I have been using large amounts of 
fluid right away after ether, it seems to me that I 
have ceased to have the stasis that I used to have. 
I know it affects the vomiting. ‘I would like to 
know how much difference he has found in the mat- 
ter of stasis where large amounts of fluids are used. 


Dr. Ricuarpson (closing): In answer to Dr. Cod- 
man’s question as to whether there was considered 
to be any standard of good anesthesia as far as 
vomiting goes—whether 50% or 25% was considered 
a reasonable number: 

The amount depends on so many different factors 
that I don’t think it is really right to judge the 
anesthetist by the number of his cases that vomit; 
although I can make any of my patients vomit. You 
have to divide your operations into abdominal and 
non-abdominal. In abdominal—but depending upon 
the surgeon—I should think 50% vomit, or know 
that they vomit. 

In answer to Dr. Cotton’s question: The question 
of water in relation to stasis I have never consid- 
ered. It hadn’t occurred to me that giving water 
was one of the factors that contributed to early 
peristalsis. 

In answer to Dr. Rushmore’s question, “Ts there 
anything that can be done towards protecting the 
invalid from the effects on lipoids, and why are 
fats so objectionable in the diet?” That is the 
whole question, I think. We don’t know very much 
of the true action of ether and other anesthetics or 
how they get in their effects. It may be a solvent 
effect on the lipoid bodies. The addition of carbo- 
hydrates more completely burned up the fats when 
they were liberated, and sometimes it is necessary 
to add sodium bicarbonate, or some other alkali. 

I expected someone would ask what business it 
was of the anesthetist to go into the preparation of 
the patients. That is really the surgeon’s job. But 
when we have a large amount of vomiting or the 
patient gets acidosis, the surgeon always looks at 
the anesthesia as being the possible cause of this, 
whereas the anesthesia is only one factor, and may 
not be the chief factor at that. 


PRESENTING SYMPTOMS OF 
NEPHROLITHIASIS. 


By R. F. O'’Net, M.D., Boston, 


THE large number of patients presenting 
symptoms of lithiasis, seen by the G. U. Depart- 
ment in connection with other departments, led 
me to look over the records of a considerable 
number of patients in which the provisional 
diagnosis was nephrolithiasis. 

The symptom-complex of pain located in the 
back, abdomen or loin, whether referred to other 
organs or not, and with or without urinary 
symptoms, is of interest alike to the general sur- 
geon, the orthopedic and the genito-urinary 
surgeons, and many borderline cases may need 
the assistance of all three to arrive at a correct 
diagnosis. 

In all 331 cases were looked over, divided as 
follows : 


House cases positive for stone .......... 105 
House cases negative for stone .......... 28 
133 

Out-Patient Department cases 
25 
no classification 3 
insufficient data 59 
331 


Fifty-nine of these were disregarded because 
of insufficient data, leaving 273 cases. Of these, 
133 were House cases and 139 0. P. D. Of the 
House cases 30 were admitted to the ward direct- 
ly, leaving 102 from the O. P. D., or a total of 
241 cases studied in that department. These 
records are quite complete and include x-ray 
findings, urine and general examination. 

From 40 to 45 per cent. of these cases were 
lithiasis on the evidence found. I think, how- 
ever, it is fair to assume that the proportion 
would be greater if further study were possible. 

To take this series a little more in detail: of 
the 105 positive cases in the House, 5 passed a 
caleulus while waiting. Of the remaining 100, 
77 were males and 23 females; the greater num- 
ber of stones occurred during the decades from 
20 to 40. 

Eighty-seven patients were in the G.-U. ser- 
vice. Of this number, 51 were renal, 23 ureteral 
and 13 bilateral. Six refused operation. On the 
remaining 81 patients 93 operations were per- 
formed; this includes the bilateral cases and 
some cases where litholapaxy, or operation for 
stricture of the urethra, or both ureterotomy 
and pyelotomy were performed on the same 
patient. 

The operations were as follows : 


Pyelotomy 
Treterotomy 


i 
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Nephrectomy (primary) 16 
Nephrectomy (secondary) 2 
9 
Suprapubic operation with ureterotomy 3 
Vaginal Ureterotomy 1 
4 
Intravesical operation 6 
BOOMS 3 
Removed by ureterotomy later ...... 2 
Results recorded : 
Recoveries 
22 
Refused operation 6 
Bilateral ........ 5 
Ureteral ........ 1 
Deaths 
1 Pyelotomy from pneumonia (bad anes- 
hesia ) 


1 Gas-oxygen poisoning (patient died be- 
fore kidney was tied off) 


Of the 13 eases on the Surgical Service, 9 were 
renal, 2 ureteral and 1 bilateral. 17 operations 
were performed on these 13 patients. 


3 
Nephrectomy (primary) 2 
Nephrectomy (secondary) for bleeding ... 1 
4 


There were no deaths. 


The diagnosis on all of these 100 cases was 
made on symptomatology, x-ray and eystoscopie 
findings and urine examination. <A positive x- 
ray was obtained in 94 of these cases; no record 
in 3; negative in 3; one showed a seratch mark 
on wax tipped catheter. There is some question 
as to the other two; the stone was either passed 
or not found. On several occasions the x-ray 
was at first negative, later positive. The urine 
examination in 74 renal cases was positive ; nega- 
tive in one case only, that where nephrotomy 
was done for a caleulus in one of the ealices. In 
another case the urine was negative at one ex- 
amination. No record in three cases. In 26 
ureteral cases the urine was negative in 4. Neg- 
ative at time of operation, history of blood, 1; 
negative twice out of six examinations 1; no 
record, 3. 

Eight of these patients had been subjected to 
previous surgical operations: 


Three for appendix 

One, appendix with exploration of left ureter. 

One, appendix and, later, operation on kidney 
which was found “tvristed on ureter.” 

One, nephropexy on a kidney full of stones. 

One: first, operation D. and C.; second, right 
ovary removed: third, double oéphorec- 
tomy. X-ray showed 5 stones in right 
kidney. 

One, See and appendectomy. X-ray 
showed stones“4n right ureter. 

One treated two years for malaria; a bilateral 
ease, 


‘\**sudden sharp pain in back and side.”’ 


One diagnosed as pyelitis of pregnancy; a 
large calculus requiring nephrectomy. 
One with intermittent hematuria for years; 
treated for Bright’s disease with restrict- 
ed diet; a large calculus required neph- 

rectomy. 


The symptomatology is of interest. Practical- 
ly all cases had pain or a history of pain, be- 
ginning in the back or loin, groin or abdomen, 
sometimes referred to various regions; described 
as a dull ache, grumbling, acute and knife or 
colicky-like, in fact, all shades and variations, 
and impossible to classify. Often described as a 
In 62 
cases nausea and vomiting were present in 19, 
Urinary symptoms were often present but by no 
means constant; generally described as a 
‘‘burning’’ or ‘‘sealding,’’ or at other times 
‘*difficulty in passing water,’’ and often fre- 
quency. In some cases hematuria was the pre- 
senting symptom. 

The physical examination also varied to a 
marked extent. At times ¢. v. a. tenderness 
was present, spasm of back muscles or of abdo- 
men, tenderness over appendix, kidney, gall- 
bladder or urinary bladder: again no definite 
picture. 

The typical text-book picture of severe colicky 
pain beginning in back and radiating to testicle, 
with renal tenderness, was present but not com- 
mon by any means. Of course, stones in the 
ureter gave a much more definite picture than 
those in the kidney. 

A very interesting and instructive group of 
cases were the 28 referred to the House as 
nephrolithiasis which proved to have other le- 
sions. They were as follows: 


1. Hydronephrosis with kinked ureter; 
previous operation for appendix. 
X-ray shadow proved to be calcified 
gland. 

Left hydronephrosis. 

Movable kidney. Urine negative. 
Stricture of ureter. X-ray negative; 
phlebolith. 
Kinked ureter. 

appendix. 

Movable kidney. 

Bilateral pyelitis. 


Case sent in with positive urine and 
shadow shown by x-ray. Stone not 
found at operation, but the x-ray, 
which before had been typical, was 
negative afterwards. I feel sure 
that the stone was lost and probably 
came out with the blood-lot at oper- 
ation. Therefore, this case does not 
strictly belong in this group, as the 
diagnosis, renal calculus, was in all 
probability correct. 

9. Appendix. 

Acute abdominal constipation relieved 
by enema. 

Pyelitis. 

No demonstrable lesion. 

Gall-stones. X-ray showed gall-stones 
or renal calculus. 

Chronic lead poisoning. 

Four cases of cholelithiasis. 

Arteriosclerosis. 

Abdominal glands. 


Previous operation for 


toms and positive urine.) 


(Four cases with typical symp- 
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21. \Vesical calculus. 
22. Nephritis. Faulty position. Hyper- 
trophic arthritis. 
23. Appendix. Kidney explored. 
and X-ray negative. 
24-26. No evidence of stone. 


No 
all 


No symptoms while in House. 
stone found. Examinations 
negative. 

Four years previously nephrotomy for 
stone and an appendix operation 
before that. Nephrotomy for stone, 
not found. Secondary nephrectomy 
for bleeding. Death. 


These eases all had negative X-rayS except as 
herein stated. Some positive urine examina-. 
tions. All more or less typical symptoms. 
Their diagnosis will be discussed later. 

The O. P. D. cases were classified as follows: 


(With 4 more doubtful) 

Various surgical and medical lesions .... 11 
Gall-bladder ............. 1 
Chronic appendix ........ 2 
1 
1 
Constipation ............ 4 
No demonstrable lesion ................4.. 17 
Gynecological conditions ................ 4 
Genito-urinary lesions 

Renal tuberculosis ........3 
Stricture of ureter ...... 2 
Movable kidney .......... 5 


Abnormality of renal pel- 
1 
Colon bacillus pyelitis .... 5 
Nephritis 
Albuminuria 
Cystitis 
Carcinoma of prostate ... 1 
Urinary symptoms, nega- 


tive for stone ......... 
Doubtful 
Orthopedic ........... oon 
Gall-bladder ............. 4 
1 


Doubtful because of lack of urine ex- 
aminations or positive urine. All had 
Positive Findings. 
To other institutions, or failed to 


Probably positive 7 
139 

Disregarded because of lack of data .... ..59 
198 


Leaving out the orthonedie and doubtful eases 
for a moment we find 53 negative cases, other 
lesions of the genito-urinary tract being most 
common : 31 eases of various surgical lesions and 
a class nut wnder the heading ‘‘no demonstrable 
lesions.’’ These are cases which give a more or 


less tvnical historv of pain which is perfectly 
compatible with renal calculus, but all examina- 


tions of urine and x-ray are negative; often re- 
peatedly so. The 13 doubtful cases were so called 
because of lack of urine examination or the 
presence of a trace of albumin. The svmptoms 
were more or less typical and in every case the 
X-ray was negative, but they could not be deti- 
nitely excluded; 4 were orthopedic, thought 
to be gall-bladder, 4 appendix and 1 hernia. 

The preliminary diagnosis in the remaining 
groups of cases were undoubtedly suggested by 
the character and location of the pain and was 
later ruled out by the x-ray, urine and general 
examinations. 

We see a considerable number of patients with 
he orthopedic department and the relation of 
orthopedic conditions to the diagnosis of urin- 
ary lesions is one of great interest. In this series 
there are 36 cases. I have divided them into 
two groups; those with urinary symptoms (24) 
and those without (12). The ones with urinary 
symptoms have been further divided into those 
with a normal urine (15) and those with an 
abnormal urine (9). 

In the 12 cases without urinary symptoms the 
x-ray examinations are all negative for calculus. 
Urine negative 6 times; not given 6 times. 

The orthopedic diagnosis is: 


Flat-foot, with abnormal 12th vertebra .... 1 
Hypertrophic arthritis of spine. .......... 1 
Scoliosis; abnormal 4th and 5th lumbar .. 1 


Orthopedic (Obesity with back strain). 


The symptoms are not incompatible with some 
renal lesions. In cases of postural strain the 
pain is described as 

Attacks of pain in right side, radiating to back 
and right leg. 

Pain in centre of back. 

Right side and back. 

Right side and groin. 

Left abdomen. 

Right lumbar region. 


The other lesions gave a similar history. A 
case of ptosis giving a history of attacks of 
knife-like pain for two years. 

Of the 15 cases with urinary symptoms and 
negative urine, the urinary symptoms are slight 
and are described as a slight burning or scald- 
ing or a moderate frequency. The x-ray was 
negative for calculus in 14 cases; not given in 1. 
The orthopedic diagnosis was postural strain in 
9 of these. The symptoms are described as, 


Right-sided pain typical of renal colic. 

Pain in hypochondrium and lumbar region. 
Three days severe pain in right renal region. 
Pain in left c. v. a. 

Right back, side and suprapubic region. 
Three attacks of left c. v. a. pain with nausea. 
Pain about umbilicus up to right side. 


Six other cases in the group with similar symp- 
toms; orthopedic diagnosis : 


Hypertrophic arthritis 1 
Abnormality of 4th and 5th lumbar uatces 3 


| 
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There were 9 cases presenting an meena ur- 


ine. In 5 of these the only abnormality was a 
s. p. t. of albumin; x-rays all uegative. The or- 
thopedie diagnosis ‘being 

Hypertrophic arthritis 1 


Dull pain in left upper quadrant; 


some tenderness. 
Postural back strain 
Pain in right ¢. v. a. 

Sacrolized transverse process 5th lumbar .. 1 
Pain in left hypochondrium. 
Sacro-iliae strain 
Pain across back, limitation of mo- 
tion, marked deformity of 5th lumbar. 


In 4 eases the urine showed marked abnormalli- 
ty and in spite of negative x-ray and a definite 
orthopedic diagnosis, “it did not seem as if eal- 
eulus could be excluded. They were as follows: 
Faulty posture. 
Hematuria one year ago. Since then 2 
or 3 similar attacks. Pain in low lum- 
bar region. Cystoscopy showed trigone 
reddened; dilated vessels; clear urine 
from kidney. Bleeding may have come 
from bladder. 
Abnormality of 4th and 5th lumbar. 
Pain in right ¢c. v. a., severe three days 
ago. Nausea and vomiting. Urinary 
frequency with hazy urine; albumin 


s.p.t. 
Postural back strain. 
Sudden pain. Urine bloody until 10 days 


ago. 
Extensive hypertrophic arthritis (3d and 4th). 
Sudden ache in region of kidney. Urine 
smoky. Sediment shows blood and pus. 


In this group the pain was described as radi- 
ating in 8 cases and associated with nausea and 
vomiting in 6. In many of the cases the pain 
and symptoms were very suggestive of urinary 
lesions. 

The study of this series of cases so briefly 
presented brings out several points in the differ- 
ential diagnosis of nephrolithiasis: First, as re- 
gards the value of the symptom of pain. It will 
be noticed from the character of the pain de- 
scribed and the number of conditions found, that 
there is no definite type and that the pain of 
lithiasis can be simulated by, or simulate, a 
great variety of ,intra-abdominal and other le- 
sions, which is well illustrated by the series of 28 
cases admitted to the House with typical symp- 
toms of lithiasis definitely proved to have other 
lesions. 

Pain, or the history of pain, was present at 
some time in practically all cases of calculus. 
That it may be remote is shown by the absence 
of pain for a long time as in the eases of large 
so-called silent ealeuli which remain symptomless 
for vears, only to be discovered in a routine exam- 
ination. Of course, in a certain number of cases 
the character and location of the pain will be 
typical of the lesion, whether it be gall-bladder, 
appendix, ecaleulus or back strain, and if the 
patient is seen in the acute attack the diagnosis 
may be pretty accurately made. The history of 
such attacks is, however, quite a different prop- 
osition. Pain as a symptom must be regarded 
as unreliable, although often suggestive. 


URINARY EXAMINATION, 


While it was true that a few cases of ureteral 
calculus present a persistently normal urine, 
these are rare, only a few (4) being found in 
this series. Repeated examinations of the urine 
should be made in the negative cases for micro- 
scopic blood and albumin, and when found these 
should be given due consideration. For exam- 
ple, see some of the cases cited where unnecessary 
operations have been performed on an unoffend- 
ing organ. In the female a catheter specimen 
should always be obtained and in the male the 
lower genito-urinary tract eliminated. 


X-RAY. 


This is without question the most valuable 
single method of diagnosis we have. Failure of 
the x-ray to show ealeuli has been estimated to 
occur in from 6 to 15 per cent. of the cases. This, 
I believe to be greatly in excess of the facts. 
With a good technic, good preparation and 
multiple exposures, a few stones will escape. Dr. 
Brown tells me that he puts it at 96 per cent. 
positive. In cases of negative x-ray and per- 
sistence of symptoms, the wax-tipped ureter 
catheter is of value. The main stumbling-blocks 
are extra-renal or ureteric shadows, as gall- 
stones, calcified tip of transverse process of the 
vertebrae or calcified glands, especially when ad- 
herent to the ureter. The employment of the 
x-ray catheter, the injected radiograph and 
stereoscopic plates, will serve to eliminate 
these. 

Physical examination is, of course, of great 
importance, and particularly so in all cases 
where there is any question of an orthopedic con- 
dition, but may be misleading, particularly in 
palpation of the kidney, the palpable and tender 
organ not infrequently proving to be the healthy 
one. It should not be relied upon without em- 
ploying some of the foregoing measures. 

In cases of obscure abdominal pain, any or all 
of these measures may be necessary for an ac- 
curate diagnosis of lithiasis. It may be stated 
that a persistently normal urine and a negative 
x-ray must be a great rarity if it ever occurs in 
eases of lithiasis. 


DISCUSSION. 


Dr. Brackett: With the point mentioned by Dr. 
O’Neil, I should certainly agree in the differentia- 
tion of pain of spinal or of renal origin, that it 
should be considered from its location and the con- 
dition under which it is occasioned. One must start 
with the definite premise that pain has no mani- 
festation either in its character or its mode of oc- 
eurrence which is characteristic of spinal origin, 
although it may suggest it. There are certain 
manifestations of pain which are distinctly sugges- 
tive of having spinal origin, and these may be elimi- 
nated in their differential diagnosis, leaving the 
others for consideration. Pure spinal pain can be 
expected to be distributed alone the course of the 
nerves which are irritated in their nerve roots by 
the lesion, and of the distinction that they are pro- 
voked by motion or by violence of the spinal col- 
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umn, and accompanied by the physical signs of 
spinal guarding, such as rigid attitude, limited mo- 
tion, muscular spasm, ete. There are three lesions 
or conditions under which these spinal lesions can 
be grouped. first, that of some actual lesion of 
the spinal column, destructive, such as tuberculo- 
sis; or non-destructive lesions, such as osteo- 
arthritis, or those distributed anatomical relations 
such as are coramonly found in the sacro-iliac or 
lumbo-sacral region. In these we expect to find 
distinctly referred pain, limited and guarded mo- 
tion, muscular spasm, etc., and as a rule, this type | 
should not be confounded with pain of renal origin, | 
for the examination of the essential conditions | 
should give evidence of the presence of the lesion. 

The second type are those in which are found | 
various relaxed positions, giving mal-posture of 
strain in which the pain is much less definite, and 
much less likely to be referred, not provoked by 
motion, but increased by conditions which add to 
the posture strain, and distinctly improved by posi- 
tions which relieve strain, as, for instance, in re- 
cumbency. Examination of the back shows a mo- 
bile, instead of a stiff spine, and absence of mal- 
posture 

This leaves the third type, in which the diagnosis 
may be more confused, namely, either in the re- 
laxed back, in which the posture is one of Me tog 
tion, with added strain, or, the relaxed sacro-iliae or 
lumbo-sacral joints, in which the strain is also 
added 


In the simpler cases, the pain is influenced or 
even controlled, by position, and is relieved by re- 
cumbency, but in these latter, the pain may be re- 
ferred, is frequently not relieved by recumbency, |! 
and has the added element of spinal sensitiveness of 
greater or less degree of rigidity of spasm. The 
lack of characteristic pain in many cases, and the 
very close resemblance of the etiological symptoms 
in these two classes of cases, will make frequently 
necessary a diagnosis by elimination. 


Dr. Oscoop: There are two interesting conditions 
associated with pain suggesting kidney lesions. One 
of these is the frequent finding of vertebral abnor- 
malities which can be classed under the heading of 
numerical variations. In looking over all the x-ray 
plates of the spine taken of all sorts of conditions 
at the Massachusetts General Hospital for a period 
of a month, we found that fully 50% of these 
plates showed some abnormality of the last lumbar 
or upper sacral vertebrae. These departures from 
the normal consisted in very much enlarged and 
impinging transverse processes, unilateral or bi- 
lateral sacralized last lumbar transverse processes, 
or a lumbarized upper sacral vertebra. Many of 
these plates had been taken for suspected kidney le- 
sions. 

The second condition which suggests strongly a 
kidney lesion, but which is often proved to be re- 
lieved by purely postural treatment, is the symptom 
of frequency of micturition. We have seen a very 
considerable number of cases in which this symp- 
tom was present, and a genito-urinary examination 
has been entirely negative. The symptom was re- 
lieved by correcting the faulty posture, or support- 
ing a marked visceral ptosis. 

IT do not know the exact nerve mechanism which 
would account for this relief. 


Dr. Paster: Two very distinct cases come to 


my mind in connection with possible causes for 


One 


backache, the diagnosis of which is confusing. 


was that of retroperitoneal glandular disease, which 
very commonly gives rise to localized pain in the 
lumbar and low dorsal region. The radiographs in 
these cases have once or twice revealed a calcified 
mass so close to the region of the kidney that it was 
absolutely impossible to determine whether the cal- 
cification was in the kidney or outside of it. The 
absence of any kidney symptoms and the ability to 
palpate glands, or at any rate, resistance in the 
retroperitoneal region, have supported the theory 


‘that the trouble was glandular enlargement, rather 


than any disease of the kidney. 

Another striking case was that of a man who had 
been wearing a plaster jacket for some time for the 
relief of shat appeared to be an osteo-arthritis of 
the spine. Pain was definitely localized in the 
lower back radiating out along the intercostals into 
the region of the hypogastrium; pain had not been 
relieved by the application of the plaster jacket, a 
condition which should have aroused suspicion were 
the trouble an osteoarthritis. One day he suddenly 
collapsed while wearing the plaster jacket and while 
he was up and about the ward. He became very 
pallid and was in much shock. Immediate removal 
of the jacket revealed a pulsating tumor in the epi- 
gastrium, which proved subsequently to be a rup- 
tured aneurysm of the coeliac axis. -The essential 
symptoms in this case had been pain in the lower 
back and rigidity of the spine and sufficient clinical 
symptoms of an osteoarthritic lesion in the ver- 
tebral column to justify such a diagnosijg. 


Dr. A. L. Cnoute: I have not gone over my cases 
of stone in the kidney and ureter with the care that 
Dr. O’Neil has, and my remarks may be said to be 
impressions, gained from the observation and treat- 
ment of a considerable number of cases. Cases of 
stone fall into two classes, the chronic and the acute. 
The subjective symptoms in the chronic cases have 
but little significance; so much so that the patient 
who presents himself with the pain which is so 
often supposed to indicate stone—that is, pain in 
his loin or back, running down anteriorly or into 
the thigh—is quite as likely to have an orthopedic 
lesion as a renal stone. If this pain is attended 
with some frequency of urination, it increases the 
probability of stone; though all those symptoms, 
with even the addition of a little blood in the urine 
may be seen in other conditions than stone in the 
kidney or ureter. All may come from a sub-acute 
inflammation of the kidney pelvis, a hydro- 
nephrosis or a_ stricture of the ureter. A 
good, sharp attack of general abdominal pain, 
attended with vomiting and distention, is the symp- 
tom commonly seen in the acute cases; later there 
may be tenderness, resistance, or even a mass in 
the loin; that this picture is not distinctive of renal 
stone is borne out by the number of instances in 
which surgeons, by no means careless or incompet- 
ent, have operated cases which they supposed were 
appendicitis, gall-stones, intestinal obstruction or 
other lesions, only to find that the real cause was 
a renal stone. 

I have recently removed a large stone from one 
pelvis of a double-pelvis kidney. In this instance, 
the patient was supposed for years to have been suf- 
fering from occasional attacks of ptomaine pois- 
oning or acute indigestion. In another case, oper- 
ated upon lately, the history was vague and the only 
symptom that we found was anuria. This proved 
to be the so-called reflex anuria which I had always 
supposed did not exist. The referred testicular pain 
appears in only part of the male cases. It is not 
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pathognomonic. The symptoms, then, in cases of 
renal stone, may not show anything distinctive; and 
1 think one may say that this applies to the exam- 
ination of the patient as well. The palpation of 
the loin may show nothing characteristic; the ex- 
ploring bougie, passed up the ureter, may lift a 
stone so gently that one does not recognize any 
resistance. There are rare cases of stone In the 
ureter in women, where examination is detinite; in 
these cases the stone is so low in the ureter that 
it may be felt by vagina. Such a case came under 
my notice last week. The most accurate evidence 
in these stone cases is that furnished by careful 
radiography. I can think of but one instance re- 
cently in which a good radiograph has not shown 
a renal stone. In order to draw any negative con- 
clusions as regards the presence of calculi, I feel 
that one must have radiographs in which not only 
the transverse processes of the vertebrae show, but 
in which the outline of the kidney is evident as 
well. The whole urinary tract should be shown 
always, for even in the instances where pain 
is in the loin, the stone may be in the lower part 
of the ureter. The shadows of phleboliths, calcified 
glands and the tips of transverse processes may at 
times cause some confusion, but they may be easily 
recognized by use of the radiographic ureter cath- 
eter, the stereoscopic plate and the thorium injec- 
tion. 

I believe that, though the symptoms of stone in 
the ureter er kidney are very often vague, the diag- 
nosis can usually be made with accuracy by the 
help of painstaking radiography. 


INFECTION OF SIMPLE CLOSED FRAC- 
TURES. 


By JoHN Bapst BLAKE, M.D., Boston. 


THE subject of fractures, their treatment and 
sequelae, has been very prominent in the sur- 
gical world during the past five years. Much 
has been added to our practical working knowl- 
edge of this most important condition. The 
amount of literature on the subject is very 
large indeed. Under these circumstances, it is 
desirable that even rare and unusual complica- 
cations of fractures should be recorded and de 
scribed; hence this brief communication. 

The writer has seen, in the course of the past 
twenty years at the Boston City Hospital, ten 
or twelve cases of infection of simple closed 
fractures; by this is meant an infection which 
parallels both in intensity and duration, the 
infection which is still too common in compound 
or open fractures. The number of fractures 
treated yearly at the Boston City Hospital is 
very great; perhaps as great as the number 
treated in any hospital in the world. The eases 
come largely from the working classes, and are 
unselected. Conditions tending towards sepsis 
are, therefore, common. Three cases may be 
cited as examples: 


Case 1. An elderly man, thin and rather feeble, 
was crushed in an elevator accident; his right hu- 
merus was broken and much comminuted; his right 


cision and drainage. 


arm contused and scratched; he did not have other 
injuries. On the day after admission his tempera- 
ture began to rise; on the third day he had obvious 
signs of an infection of the arm, which was opened 
on the fourth day; there was a large amount of pus; 
he died on the sixth day. 


Case 2. A laboring man, fifty years old, re- 
ceived a fracture of both bones of the leg from a 
cave-in of a bank of earth. There were no scratches 
on the leg, but large blisters formed immediately. 
In spite of careful cleansing, signs of pus formation 
became evident and on the fifth day required in- 
Pus, as in the other case, in- 
vading not only the muscles but also the ends of the 
broken bones. After a long, tedious convalescence, 
the man recovered with an unexpectedly good re- 
sult, though there was some over-lapping of the 
fragments and stiffness in the ankle joint. 


Case 3. <A fracture of the os caleis produced by 
a fall in which patient landed squarely on his feet; 
no discoloration or scratches were seen on the skin, 
but the development of pus on the outer surface of 
the os calcis required incision and drainage; good 
recovery. 


The other cases were, generally speaking, 
similar to the first two of these here reported. 
Unfortunately, it has not been possible to trace 
the records, but one or more examples of this 
condition have been observed by Drs. George H. 
Monks and Frederic J. Cotton. So far as I 
know, the condition has not been described in 
print. 

The etiological factor in this condition is 
the entrance of bacteria through the skin, either 
by a seratch, or a hair follicle, or by the gateway 
of blebs and blisters; rarely through the cireu- 
lating blood, in a manner similar to that which 
probably takes place in cases of acute osteo- 
myelitis of the tibia in a boy, after slight 
trauma. The fact that the general resistance 
of these patients is often diminished by hard 
work, age, aleohol and other bad habits, and that 
the skin over the site of fracture is often very 
dirty, and that the bacteria upon the skin hap- 
pens to be exceptionally active,combine to pro- 
duce the conditions essential to infection. In 
many instances, the tearing and crushing of 
muscle tissue is an additional factor, increased 
at times by rough handling in transportation; 
altogether, this produces an ideal culture me- 
dium for any bacteria which may enter through 
the skin or through the blood stream. 

The treatment is primarily preventative; it 
means more than usual care in cleansing the 
skin, and in the treatment of blebs and blisters ; 
the latter may at times contraindicate the im- 
mediate correction of fractures. When suppu- 
ration is evident, incision and drainage and the 
usual routine of the septic compound fracture 
treatment is obviously to be followed; at pres- 
ent, presumably by Carrel’s method. 


CONCLUSIONS. 
1. Infection complicating closed (simple) 
fractures is an infrequent, but serious compli- 
eation. 
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2. The infection may be blood-borne; or it 
may enter through abrasions, minute scratches 
or blisters; occasionally through a hair follicle. 

3. It is most apt to occur in the presence of 
severe trauma, and in eases in which the skin is 
unusually dirty, and the general resistance of 
the patient unusually low. 

4. Preventive treatment consists in a very 
thorough cleansing of the skin, and an aseptic 
treatment of superficial scratches and of blebs. 
Once infection is established, thorough drainage 
and the Carrel method are indicated. 

5. Prognosis is usually good, though dura- 
tion is usually long. 


DISCUSSION, 


Dr. Corron: I remember a case of Dr. Monks’ 
also a case with severe gas-bacillus sepsis. There 
was a little scrape of the skin on the anterior sur- 
face of the thigh, but it was not a compound frac- 
ture. He finally got well. I have seen two or three 
other cases. 


Dr. W. J. Mixter: I am reminded by Dr. 
Blake’s paper of a case of fracture of the skull at 
the Massachusetts General Hospital; a child with a 
simple fracture of the skull who died of menin- 
gitis with a pure culture of influenza bacillus. The 
child fell from a chair two weeks before entrance 
to the hospital. Diagnosis of meningitis made by 
lumbar puncture. A medico-legal autopsy was done 
by Dr. McGrath. There was no fracture of the 
base, whatever, but pus from the line of fracture 
at the vertex also showed influenza bacilli. 


Dr. Scupper: I recall one case that was so 
striking it is worth while mentioning it in connec- 
tion with Dr. Blake’s paper. The case was that of a 
woman, a young adult, who received a T-fracture 
into the knee joint, a T-fracture of the lower end 
of the femur. The patient was an apparently 
healthy woman. It was decided to do an open re- 
duction of the fracture. Upon making an incision 
to reach the fragments, pus and blood were evacu- 
ated from the swollen tissues about the joint and 
from the joint itself. Of course, under these con- 
ditions no plastic operation was done upon the bone. 
The wound was drained and the whole leg was 
properly immobilized. The patient did poorly, con- 
tinued to be septic, showed evidences of pyemia, 
and an amputation of the thigh was done. The 
patient subsequently died. 

Here was a case with no apparent abrasion of 
the skin, and there was no evidence of infection 
previous to the receipt of the injury. The infection 
must have been through the blood stream. Dr. 
Blake has very properly, it seems to me, called at- 
tention to this possible serious complication asso- 
ciated with apparently simple closed fractures. The 
subject is one of great importance, and I record 
this case as a recent personal experience. 


Dr. Buake (closing): Three cases have been 
described by Drs. Lund, Cotton and Mixter. Two 
of these were found to be infected at the time of 
late operation (boneplating), or at autopsy; there 
were no gross signs of infection before this time. 
It is possible, therefore, that some cases of de- 
layed union are complicated by what might be 
called a “silent” infection. 


The writer has seen one case of closed fracture 
of the humerus, in which the skin of the entire arm 
became much inflamed; the arm looked like a raw 
ham, but deep infection did not occur. After two 
weeks, and while still in the ward, the man devel- 
oped a bronchopneumonia and died in thirty hours. 
This pneumonia was probably of septic origin, su- 
perficial sepsis of the arm being the starting-point. 


SOME RECENT EXPERIENCES IN GAS- 
TRIC AND DUODENAL SURGERY. 


By Joun T. Borromiey, M.D., Boston. 


THe fact that a relatively large and, for me, 
an unusual number of cases of gastric and duo- 
denal surgery happened to come under my ob- 
servation in January of this year, and that some 
of them, either in clinical history or in operative 
result, were not without interest, has led me to 
offer a brief report before this society and to 
hope that it will draw out an expression of opin- 
ion from the members on certain questions in 
this particular field that are still to be regarded 
as unsettled. 

These brief remarks have to do with a total 
of fifteen cases, eight of which showed chronic 
uleer of the duodenum; one, chronie ulcer of 
the duodenum with a subacute perforation; 
three, chronic ulcer of the stomach (two of 
which were ‘‘hour-glass’’ stomachs) ; one, co-ex- 
istent gastric and duodenal ulcers, and two, can- 
cer of the stomach. In the treatment of these 
conditions gastroenterostomy with infolding* of 
the uleer was done. eight times, gastroenteros- 
tomy with suture of perforation once, gastroen- 
terostomy alone, once, ‘‘sleeve’’ resection of 
stomach and pyloric portion of the stomach, 
onee, and exploratory abdominal section, once. 

There were two deaths, and to these particu- 
lar attention is asked because they followed the 
less radical and less grave surgical procedure 
and were due to causes which to me, at least, 
were very unusual in this field. 

The first fatality occurred in a ease of chronic 
uleer of the duodenum for which posterior gas- 
troenterostomy with infolding of the ulcer had 
been done. 


The patient, a thin, worked-out, neurotic woman, 
thirty-eight years old, had been bothered for three 
years with persistent, so-called “dyspepsia.” Her 
clinical history was not characteristic, and the diag- 
nosis of ulcer of the duodenum was made only 
after roentgenological examination. At operation 
a chronic ulcer on the superior border of the duo- 
denum and marked enteroptosis were found. Though 
this ulcer could have been excised easily, the pa- 
tient’s high pulse rate impelled me simply to infold 
the ulcer and that portion of the duodenum between 
it and the pylorus, and to do a posterior gastro- 
enterostomy. This was very easily and quickly ac- 


complished. The following day, though there was 


* This procedure is extended until the pylorus is blocked at least 
temporarily. 
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considerable vomiting, the pulse rate was only 72; 
apparently little attention was paid to the vomiting 
because that symptom had played a very prominent 
part in her pre-operative history. The vomiting 
continued, however, and on the fourth day the 
pulse rate began to increase. Consulted by tele- 
phone, 1 advised gastric lavage and the withholding 
of all liquids by mouth; the patient refused to have 
the stomach tube passed, and demanded drinks. I 
saw her on the sixth day. External inspection of 
the abdomen showed immediately a low placed, 
greatly dilated stomach; the abdomen otherwise was 
absolutely flat. We could not persuade the patient 
to submit to treatment of any kind; she refused 
even to change her position in bed. The vomiting 
continued, her heart gradually weakened, and she 
died on the eighth day. 


Her death was unquestionably due to the di- 
lated stomach. There is little doubt in my mind 
that the fatal issue would have been avoided, had 
the woman submitted to gastric lavage. Whether 
the dilatation was secondary to obstruction be- 
low the anastomosis or was of the unexplainable 
variety that may follow any abdominal section 
I do not know. I am inelined to the opinion 
that it was of the latter variety because the 
death came so long after operation. High ob- 
struction in the smal] intestine is rapidly fatal. 
Whatever the cause of the dilatation may have 
been, it is my first experience with it in gastric 
surgery. 


The second fatal case was, likewise, one of chronic 
duodenal ulcer in a man of fifty-seven. His clinical 
history, going back eight to ten years, was entirely 
indefinite. His chief complaint had been colicky 
pain in the region of the umbilicus, entirely un- 
affected by the ingestion of food or the exhibition 
of alkalies. A very capable general practitioner, 
under whose care he had been, was inclined to be- 
lieve that we were dealing with a progressive in- 
testinal obstruction. The roentgenologist would not 
risk a diagnosis. My brief talk with the patient did 
not lead me to think of duodenal ulcer, but con- 
vinced me that he had some abdominal condition 
that demanded surgical investigation. An abdom- 
inal section disclosed a large chronic ulcer on the 
superior border of the duodenum, about 34 in. from 
the pylorus. The duodenum was much deformed. 
The ulcer, with the surrounding infiltration, was 
as large as a silver quarter, and directly behind it, 
in the pancreas, was a considerable area of infiltra- 
tion which made me suspect that there might be a 
chronic perforating ulcer of the posterior wall. The 
usual infolding with a posterior gastroenterostomy 
was done. The patient did perfectly well for seven 
days, and during that time ran a flat temperature 
with a pulse of about 60. On the eighth day he 
suddenly showed a very considerable rise of tem- 
perature (102°) and had some pain near the right 
costal border, with some vomiting; the temperature, 
however, fell rapidly, and in forty-eight hours was 
normal again, and thus continued for three days, 
the pulse holding about 60. On the thirteenth day 
the temperature rose rapidly to 104°, with a corre- 
sponding rise of pulse and severe pain and tender- 
ness at the right costal border. The local physi- 
cian opened and drained a right subphrenic ab- 
scess. There had been no escape of contents of 
the stomach or duodenum, and there was no dem- 


onstrable connection between the field of operation 
one the abscess. Death occurred on the fourteenth. 
ay. 


I am sorry that I was unable to do the second 
operation because | might possibly have en- 
lightened myself on the cause of the infection. 
I have never seen another case of subphrenic 
abscess following an operation for unperforated 
uleer of the duodenum. It is possible here that 
the infection may have been through the lymph- 
aties or through the blood current (embolic) 
but I am puzzled to explain the run of absolute- 
ly normal temperature for a week, the sudden 
rise, the return to normal for three days and 
then the last and fatal rise. The case is one 
which certainly invites discussion. 

The other patients, thirteen in number, had 
perfectly smooth convalescences; none suffered 
less than the three ufon whom I felt obliged to 
do relatively severe operations (in two, ‘‘sleeve’’ 
resection of the stomach for chronic ulcer lying 
somewhat to the left of the Hartmann-Mikulicz 
line, and in one, resection of the pyloric end of 
the stomach and a portion of the duodenum for 
distinctly separate ulcers of both stomach and 
duodenum). 

Brief references to a few points of technic 
may not be amiss here. The gastroenterostomies 
were all done with fine chromic catgut; at the 
most four interrupted, supporting sutures of 
linen were placed along the anastomotic line, 
sometimes only three and occasionally none. 
Four-row gastroenterostomies were the rule; 
five-row, the exception. In two cases, because of 
very thick abdominal walls, I could not get a 
satisfactory application of clamps to the stomach 
and in those instances I used the five-row 
method. 

In doing ‘‘sleeve’’ resections the application 
of a right angle clamp placed on the lesser curva- 
ture above the proximal stomach clamp is a 
great aid in laying a secure suture line. It pre- 
vents too marked a slipping of the cut edges of 
the lesser curvature from between the jaws of 
the ordinary straight clamp. The difficulty of 
doing a rather high ‘‘sleeve’’ resection is also 
much lessened by freeing all adhesions about the 
ulcer before cutting the gastrohepatic omentum. 
Many of these ulcers high on the lesser curvature 
are pulled upward and particularly backward in 
the direction of the posterior wall by adhesions. 
A thorough freeing of the uleer makes it far 
more easy of access. 

The question of excising every duodenal ulcer 
and of securing a permanent blocking of the 
pylorus is still debatable, I believe. Excellent 
results from simpler methods are reported from 
clinics doing much duodeno-gastrie surgery. In 
patients below par and in fat people I am care- 
ful to do as little as I conscientiously can. My 
experience in trying to do too radical work in 
fat patients is not very assuring. In patients 
who have had severe hemorrhage from duodenal 
ulcers, excision of the ulcer with permanent 
blocking of the pylorus should be the operation 
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of choice but it is not always possible to do this 
with reasonable safety. Then ligature of all 
visible vessels entering the indurated area and 
as complete an infolding as possible should be 
done. I have known a patient with chronic duo- 
denal ulcer to die of hemorrhage ten years after 
a posterior gastroenterostomy. 

Because in certain of my cases hernia has fol- 
lowed incision in the median line in the epigas- 
tric region (and such hernias are decidedly un- 
pleasant and difficult of cure), my routine ap- 
proach to the peritoneal cavity in gastro-duo- 
denal cases is behind the belly of the left or 
right rectus muscle, the muscle fibres being re- 
tracted outward. 

In the thirteen cases of chronic ulcer in these 
series, the appendix and gall-bladder were care- 
fully examined for pathologic changes. In one 
ease only did the appendix show what I was will- 
ing to consider inflammatory changes. In none 
was the gall-bladder macroscopically affected. 

Flint’s recent publication of his observations 
in the healing of gastrointestinal anastomosis 
warrants the continuance of the practice of 
keeping our patients on a low diet for at least 
two weeks after operation. His work shows that 
the healing of the mucous surfaces is only rarely 
complete before that time. 

The occasional difficulty of distinguishing be- 
tween a benign and a malignant gastric growth 
at operation is well illustrated by one case of 
this series. One of the patients showed an ‘‘hour- 
glass’’ stomach of moderate degree. This patient 
had undergone an exploratory abdominal section 
in Glasgow eight years previously and had been 
told that she had an inoperable cancer of the 
stomach. 

DISCUSSION. 


Dr. Porter: Hypertrophy of pylorus in adult. 
Pylorectomy. J. S. M., age 55, entered the Mas- 
sachusetts General Hospital February 9, 1917. 
A perfectly well man until eight years ago. Indi- 
gestion for two years was followed by complete re- 
lief until two years ago when he suffered from acid 
stomach, occasionally vomiting without pain. Three 
months ago he had three fairly severe hemorrhages 
from the stomach within two hours; was confined 
to bed for three weeks. Thereafter developed nau- 
sea and a loss of forty pounds in weight. Test meal 
200 ¢.e.: free hydrochloric acid 0.18; total acid 
0.23. X-ray by Dr. Ariel George showed gall- 
bladder negative; stomach greatly dilated with 
prominent filling defect of pylorus and first por- 
tion of duodenum. Large six-hour residue. 

Diagnosis. Obstructive lesion of the pylorus. 
Evident suggestion of chronic indurated ulcer; 
though we cannot exclude malignant disease. Diag- 
nosis by Dr. Scudder and myself—chronic ulcer of 
pylorus; operation indicated. 

Operation, February 11, 1917. Stomach normal; 
upper part of duodenum and pylorus bound to liver 
and gall-bladder by adhesions. Sphineter and ad- 
jacent pylorus much thickened like a doughnut. 
Through pylorus finger-tips meet. No red stippling; 
no frosting; no sear; no glands. This induration 
extended to the posterior part of the duodenum ad- 
jacent to the polyrus. 

This seemed to be a case of hypertrophy of the 


BOSTON MEDICAL AND SURGICAL JOURNAL 


631 


pylorus or possibly a malignant lymphoma, for ul- 
cer and cancer seemed to be excluded on the above 
evidence. In view of the symptoms and the age of 
the man (55) I did a pylorectomy and a posterior 
gastroenterostomy. Symptomless convalescence, and 
discharged March 3. 

Pathological Diagnosis. The pylorus shows a 
local nodular thickening of its posterior wall meas- 
uring 142 em. at its thickest portion. On section 
the mucosa is pale and smooth. There are two shot- 
like small lymph nodes with a large prominent blood 
vessel in the great omentum. 

Microscopical examination shows a normal mu- 
cosa with normal but greatly thickened and muscular 
wall. Some of the sections pass through the duo- 
denum as evidenced by the presence of Brunner’s 
glands. Sections of the lymph nodes show a normal 
lymph adenoid tissue. Sections of the large blood 
vessels above mentioned show considerable thicken- 
ing of the intima. 

Hypertrophy of the Pylorus. There may have 
been an old pyloric ulceration which gave rise to 
the bleeding with subsequent spasm and _ hypertro- 
phy. This case suggests in the adult a hypertro- 
phie pyloric stenosis of infants. 


Note in the photograph the tumor growing from the gastric mucosa, 
projecting into the duodenum, and contrast the different appear- 
ance of the d with the gastric mucous membrane. Stereo- 
scopic p 


“Malignant Lymphoma Stomach.” FE. B., age 
52, entered the Massachusetts General Hospital 
June 12, 1916. <A perfectly healthy man until five 
months ago when he began to have pain in the 
epigastrium, radiating to sternum, without relation 
to meals. It was not at first severe, but has recently 
increased, coming on three or four times until 
night. He never vomits but raises a great deal of 
gas. Pain is sometimes relieved by food, some- 
times not. He has lost twenty pounds. Abdominal 
examination negative; Wassermann test negative; 
test meal 75 c¢.c.; free hydrochloric acid absent; 
total acidity 0.7. X-ray shows a high stomach with 
sluggish peristalsis and irregular filling defect of 
antrum. There is no stasis. 

Operation under Ether. Large mass involving an- 
trum and.media; few glands; liver negative. Ow- 
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ing to the excellent condition of this patient and 
the apparent diagnosis of cancer, a difficult partial 
gastrectomy was done after a transverse incision 
had been made at the lower rib margin to give bet- 
ter access to the stomach. This was followed by an 
anterior gastroenterostomy. Three days after oper- 
ation there was consolidation of the left lower lobe 
with fever and increased respiration. The pneu- 
monia was clearing up when on the 20th the wound 
broke open, and intestines were found covering the 
abdomen, with fibrin and pus adherent. In spite of 
replacement, under ether, death occurred on the 
following day. 


SYSTEM 2 


mMeETRic | 


3! 4) 


Section through nodular thickening. = tremendously thickened 
cosa. 


muscularis with normal mu 


Pathological Examination. Pyloric portion of the 
stomach measuring 13 em. along the lesser curva- 
ture. Pylorus easily admits the index finger. On 
opening the stomach there is an irregular, roughly 
circular tumor mass measuring 7 cm. in its great- 
est diameter, having a superficial ulcerated surface 
with raised edges. This mass is situated on the 
posterior wall and extends across the lesser curva- 
ture on to the anterior wall. Posteriorly the line of 
excision lies very close to the tumor mass. While 
distal it is separated from the edge of the tumor by 
almost the entire length of the pylorus. On the 
posterior peritoneal surface the growth projects in 
the form of several discrete nodules. The stomach 
wall is much thickened. There are a few slightly 
enlarged soft lymph-nodes in the omentum. 

Microscopical Examination. All sections from 
this tumor mass show a submucosa infiltrated with 
a richly cellular tumor made up of undifferentiated 
cells with very little stroma, containing numerous 
thin-walled blood vessels. These cells run into the 
mucosa to some extent but do not infiltrate the 
muscular coat as much. The mucous membrane 
shows areas of superficial ulceration where the 
tumor cells infiltrate it. Sections of the lymph 
nodes show a normal lymph adenoid tissue. Malig- 
nant lymphoma. 

“Fibro-sarcoma stomach.” H. H., age 48, en- 
tered thé Massachusetts General Hospital Oct. 
22, 1913. <A _ previously healthy man with the 
exception of occasional gas and vomiting at rare 
intervals for twenty-eight years. Three months 
ago he began to complain of continual oppression in 
the pit of his stomach with some eructation and 
vomiting. The vomitus was sour, and after a month 
contained food eaten two days previously. There 
was no pain; he lost twenty-five pounds; Wasser- 
mann test was negative; haemoglogin 80%; fasting 
contents 65 ¢. ¢.; guaiae plus; no free hydrochloric 


acid; x-ray showed obstruction at pylorus with 
stasis well marked. The shadow was crescentic and 
convex at the pylorus, as if a rounded tumor oc- 
cupied this position. 

Diagnosis at the time—gastric ulcer. 

Operation, Oct. 28, 1913. A median epigastric 
incision under local anaesthesia showed a tumor, 
apparently polypoid, within the pylorus and pro- 
jecting for one-half of its mass into the duodenum. 
Tumor was the size of a plum; growth was clearly 
neither ulcer nor cancer; there was no stippling; 
no frosting; no scar on surface; no enlarged glands. 
Posterior gastroenterostomy. 

Nov. 19, 1913, under gas and ether, a pylorectomy 
was done, removing the first portion of the duo- 
denum, which was sutured in layers and drained. 
Convalescence uneventful. 

Pathological Examination. Portion of stomach 
and duodenum section shows the pyloric opening 
filled with a plum-sized tumor mass adherent to the 
greater curvature; surface ulcerated; reddened ; sec- 
tion smooth and attached to the mucosa by a broad 
base. A few soft lymph nodes. 

Microscopical examination showed a very cellu- 
lar growth with a fibrous tissue and occasionally 
very large cells. It is covered by a little, thin 
mucous membrane. At the base there is an infiltra- 
tion of the growth between the bundles of muscu- 
lar tissue. Fibro-sarcoma. 

At the end of a year the patient had gained forty 
pounds, and yesterday, March 5, 1917, by telephone 
he reported that he was never better in his life. 


Dr. Brooks: In some cases I do as little as pos- 
sible. About five weeks ago I saw a case in which 
the abdomen was absolutely rigid and the patient 
was in tremendous pain. The only history I could 
get was that for some time previous the patient had 
been troubled with pain low down on the right side. 
Upon opening the abdomen the appendix was found 
to be perfectly normal. The abdomen was filled 
with fluid. An exploration showed that there was a 
perforated duodenal ulcer. The patient’s general 
condition was so poor that I simply put a plug of 
omentum into the perforation and held it there 
with a cigarette wick. The patient made an unin- 
terrupted recovery. The question now arises: How 
soon should one think of any operative procedure 
such as a gastroenterostomy? I feel confident that 
if I had tried to enfold the ulcer in this case, the 
result might have been different. 


Dr. Hartwe.ti: (Showed specimens: 2) This 
specimen shows a distinct nodular thickening on the 
posterior surface of the pylorus. You can see that it 
is half again as thick as the normal organ. There 
was no scar, no change in the gastric wall as evi- 
dence of any previous ulcer. 

The second specimen is a lymphosarcoma, the 
common type of sarcoma of the stomach or intes- 
tine. It doesn’t usually produce any stenosis of the 
viscera; merely a diffuse thickening of the stomach 
wall. Here the posterior wall of the stomach is 
greatly thickened by the growth. 


Dr. Lunp: I have had quite a number of these 
cases lately and two fatalities: both in cases in 
which the condition was very serious and the opera- 
tion comparatively simple. One woman had had 
hemorrhages for years. She was under the care of 
a doctor who said to her, “You shall never be oper- 
ated upon until it is absolutely necessary.” Finally 
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it became absolutely necessary after an acute hem- 
orrhage. I found the duodenum adherent to the 
abdominal wall and in attempting to find the bleed- 
er, there was an escape of gas as I was separating 
the duodenum, and I sewed up the hole. She con- 
tinued to have a temperature and died in nine days. 
This gas came from a subdiaphragmatic abscess 
that I had gotten into; there was more gas than pus 
in it. 

The second was a chronic ulcer which had pene- 
trated into the pancreas, the stomach was enormous- 
ly dilated, and the patient very weak. He had a 
high temperature for about a week after the opera- 
tion and died. 

A third case is interesting as showing a 
very large cancer may not reveal itself to the x-ray 
examination if it is situated on the posterior sur- 
face of the stomach, for the stomach, being filled 
out with bismuth, may entirely hide it when it is 
viewed antero-posteriorly. The man went to a hos- 
pital clinic, where they made a diagnosis of duo- 
denal ulcer. He was out in the country, and one 
day vomited a lot of blood; I don’t know just how 
much, but it covered the snow for some distance. [ 
operated on account of this great hemorrhage and 
found a very extensive cancer. The cancer was on 
the pancreas, rather shaped like a teacup, and [| 
could feel the rim of the teacup in the stomach. 
The adhesions to the stomach were such that it 
was impossible to do anything more than an ‘ex- 
ploratory operation. 


GASTRO-JEJUNOSTOMY UNDER LOCAL 
ANESTHESIA IN THE TWO-STAGE OP- 
ERATION IN GASTRIC SURGERY. 


By Davip CHEEVER, M.D., Boston. 


{From the General Surgical Service of the Peter Bent 
Brigham Hospital.] 


In certain surgical conditions the perform- 
ance of the indicated operation in two stages 
rather than in one finds increasing favor, and 
it is recognized that the effort to attain the 
ideal operative result by a single, rather than 
by two or even three procedures, may result in 
unnecessary disaster. As examples, may be men- 
tioned the surgery of prostatic obstruction, of 
rectal carcinoma, and of intracranial tumors. 
But from the point of view of the patient, the 
repetition of a general anesthesia presents se- 
rious disadvantages; its necessity is faced with 
dread and apprehension, and too often in a 
patient discouraged by the prospect and already 
physically reduced, it is not well borne. It 
thus happens that, wherever possible, one or the 
other of the two stages is carried out under some 
form of local anesthesia; thus the preliminary 
suprapubic cystotomy is performed under local 
infiltration anesthesia, and the completion of the 
extirpation of rectal carcinoma by the perineal 
or sacral route is done under spinal anesthesia. 

Certain surgical lesions of the stomach, or in- 
deed of other organs, associated with or compli- 


cated by pyloric obstruction, furnish an ideal 
field for the two-stage operation, the first stage 
consisting of relief of the obstruction by gastro- 
jejunostomy under local infiltration anesthesia. 
These patients may be reduced to a very ex- 
treme degree of asthenia and exhaustion by the 
practical starvation, so that a radical operation 
for the extirpation of the obstructing neoplasm, 
or even the giving of a general anesthetic for a 
palliative gastro-jejunostomy cannot be thought 
of. Frequently a wholly erroneous impression 
of the hopelessness of any attempt at a radical 
procedure is given by these cases. During the 
last two and one-half years the writer has car- 
ried out this preliminary procedure in ten cases, 
with one death, a mortality of 10%, or, adding 
Case No. 11, in which a transgastric cauteriza- 
tion and suture of a chronic perforating ulcer 
of the posterior wall of the stomach was carried 
out without gastroenterostomy, eleven cases, 
with a mortality of 9%. It should be empha- 
sized that no selection of cases was made with 
regard to the operative risk, for during this 
period every case of pyloric obstruction which 
came under his observation and consented to the 
proposed procedure was operated on, in the con- 
viction that unless the patient were in extremis 
the probability of remarkable relief to a dis- 
tressing and indeed unbearable condition, at the 
price of a minimum of pain or discomfort, thor- 
oughly justified the risk. The character of 
some of these cases as operative risks may be in- 
ferred from the following brief data: Cases 1, 
4, and 5 (all adults) were so reduced that they 
weighed 79 lbs., 78 lbs., and 79 lbs., respectively ; 
Case 6 was complicated by chronic nephritis 
with recent acute exacerbation and a phthalein 
output of 20% in two hours; Case 7 by syphilis, 
aneurysm of the arch of the aorta, aortic in- 
sufficiency and chronic nephritis; Case 9 by 
advanced prostatic obstruction, requiring con- 
stant drainage and prostatectomy one month 
later; Case 11 by chronic gout, emphysema, a 
chronic cardiac condition partly decompensated, 
chronic nephritis, a phthalein output of 12% 
and 15% in two hours (two determinations) 
and a chronic obstructing prostate. None of 
these cases would have been accepted by the 
writer for operation under a general anesthetic ; 
yet the change wrought by the operation is well 
illustrated by Case 1, weighing 79 lbs., in whom 
at the preliminary gastro-jejunostomy a pyloric 
carcinoma was found, which was judged to be 
inoperable. Ten months later, having gained 
twenty-five pounds and having had no symp- 
toms whatever, she insisted on an attempt at the 
radical removal of the mass, which now she 
plainly felt in the epigastrium. This was con- 
sented to on the ground that the necessarily in- 
complete exploration under novocaine might have 
been deceptive. At operation under ether, on 
Aug. 5, 1915, the inoperability of the tumor 
was confirmed. Not satisfied, after the expira- 
tion of another ten months, she was again ex- 
plored by another surgeon, to whom her good 
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condition was sufficient evidence that the dis- 
ease might be eradicated. She finally died, on 
Dee. 12, 1916, more than two years after the 
gastro-jejunostomy. This case illustrates also 
an important point, that these cases rarely 
dread or object to the prospect of a secondary 
operation, since the preliminary procedure has 
proved to be so little of an ordeal and has 
become so beneficial. 

The technic employed has been of the simplest 
character. Cases 1 and 2 received a preliminary 
injection of 1/150 grain of scopolamine and 
1/6 grain of morphine, the latter repeated just 
before the operation was begun; the remaining 
cases received 1/4 grain of morphine half an 
hour beforehand,—sometimes 1/6 grain was 
given during the operation, if prolonged. Anes- 
thesia was always by infiltration with novocain 
solution, usually 1%, in two cases .5%. At two 
points in the operation pain may be expected, 
first when retraction is made to permit of in- 
spection and palpation to determine the extent 
of the disease ; second, when traction is made on 
the root of the transverse mesocolon preliminary 
to securing the loop of jejunum and to incising 
the mesocolon to enable the posterior surface of 
the stomach to be brought into the operative 


field. The difficulty of satisfactory determina- 


tion of the extent of the growth and of the pres- 
ence of and extent of metastases constitutes the 
least satisfactory part of the operation, but is 
much obviated by careful infiltration of the 
parietal peritoneum about the wound. The 
actual performance of the anastomosis is pain- 
less, and the patient exhausted by starvation and 
nareotized by morphine, sometimes falls asleep 
during it, to awake again when closure of the 
wound is begun, which is again aided by secon- 
dary infiltration of the peritoneum. The anas- 
tomosis is made by a vertical stoma, the pos- 
terior serous approximation by interrupted 
silk sutures, a posterior sero-muscular contin- 
uous suture of No. 1 chromic gut, a second con- 
tinuous suture of the same~ material approxi- 
mating the mucous edge, an anterior inverting 
Connell suture of No. 1 chromie gut, supported 
by interrupted mattress Lambert sutures of 
silk. In eight cases curved gastroenterostomy 
forceps were used,—in two cases adhesions pre- 
vented their employment. 

The post-operative course is normally almost 
wholly uneventful. in the eleven cases, vomit- 
ing after operation was wholly absent except in 
three, one of whom vomited twice, and each of 
the other two vomited once. Among the cases 
not subjected to an immediate second-stage op- 
eration, and omitting the one fatal case, the 
average length of stay in the hospital after op- 
eration was fifteen days. There was immediate 
gain in weight in all cases, necessarily slight, 
owing to the Mrief stay in the hospital. One 
case gained 6 lbs. in twelve days, one 10 Ibs. in 
14 days, one 21 lbs. in 23 days. Three cases 
underwent only a second-stage operation; of the 
others (excluding the fatal case) two were so 


‘iting and loss of weight 


comfortable that they did not desire an attempt 
at radical cure, and five presented advanced 
and radically inoperable malignant disease. 
Most of the latter desired, and had to be re- 
fused, the second-stage’ procedure. <A_ typical 
case may be given in some detail. 


Cast No. 10 (in‘this series). J. B., male, 56 
years, Surg. No. 5975, for 20 years symptoms of 
chronie gastric ulcer, not seriously interfering with 
his work until five years ago, when persistent vom- 
began. Examination 
showed a large-framed but emaciated and feeble-ap- 
pearing man whose weight had fallen from 165 to 
122 lbs. General examination negative except for 
upper abdominal distention due to an enormous 
stomach. Gastric analysis showed 72-hour stasis, 
normal acidity. Radiographic bismuth studies 
showed a much dilated atonic low stomach, marked 
narrowing at the pylorus, an irregularity of the 
lesser curvature just proxima. to the pylorus, the 
whole suggesting an annular lesion at the pylorus, 
not necessarily carcinoma. He also presented a 
characteristic epithelioma of the lower lip with a 
firm sub-mental node. This patient was considered 
a fair risk for pylorectomy, but it was thought that 
if he could be got into better condition a radical 
operation could be done simultaneously on the 
epithelioma. On December 30, 1916, under 1% 
novocain anaesthesia, the abdomen was explored 
and a markedly indurated saddle-shaped lesion was 
found just proximal to the pylorus, on the lesser 
curvature. No metastases were noted, but carcin- 
oma implanted on ulcer could not be ruled out. A 
posterior gastro-jejunostomy was done, placing the 
stoma vertically in a line with the cardia. In 
twelve days he had gained six lbs., was on a full 
diet, and had gained much in strength. The second 
stage was at once carried out under ether anaesthe- 
sia, the pylorus, antrum, and lesser curvature being 
excised. The epithelioma of the lip was then ex- 
cised by a quadrilateral incision and a complete 
dissection of the right side of the neck performed. 
_ was discharged symptomatically well in fourteen 

ys. 


The one fatal case deserves additional men- 
tion: 


Case No. 2 (this series). J. B., male, 50 years, 
Surg. No. 1969, entered the hospital with a history 
of rapid loss of weight and strength, six weeks of 
abdominal pain, persistent vomiting and unprodue- 
tive cough, 30 lbs. loss of weight in six weeks, to 
95 lbs. Abdominal distention due to dilated stom- 
ach; a large, firm mass palpable in epigastrium. 

assermann reaction double plus. As the vomiting 
ceased at first on his being put in bed, and the 
condition was recognized as hopelessly inoperable, 
it was thought worth while to try salvarsan, on the 
assumption that the lesion might be syphilitic. 
Three weeks later, vomiting being again severe and 
his condition deteriorating, he was transferred to 
the surgical service. Scopolamine 1/150 grain, and 
morphine 1/6 giain, reduced him nearly to uncon- 
sciousness, but his condition did not seem immedi- 
ately critical. A large neoplasm of the pylorus was 
found with metastases to the liver and parietal 
peritoneum. <A_ posterior gastro-jejunostomy was 
performed. There was no post-operative vomiting, 
and the pain was completely relieved. He took un- 


‘ 
| 
f 
+ 


Vor. CLXXVI, No. 18] BOSTON MEDICAL AND 


SURGICAL JOURNAL 635 


restricted liquid nourishment freely and with great 
satisfaction. His temperature became high, but no 
symptoms could be attributed to any organ. There 
was no evidence of peritonitis. On the fifth day, 
after sitting up in bed and drinking a cup of broth 
with enjoyment, he lay down to rest. few min- 
utes later his pulse was found to be imperceptible, 
and death quietly supervened. 


If any selection of cases were made, gastro- 
jejunostomy under novocain anesthesia should 
have a very low mortality. But the possible 
relief afforded by this operation should almost 
never be withheld, and in such cases as the 
above, there will necessarily be an occasional 
death. 

An outline of the eleven cases, which forms 
the basis of this paper, is appended. 


Case 1. I. C., female, 51 years, Surg. No. 1964. 
Gastric symptoms for 5 years; recently constant 
vomiting and 40 Ibs. loss of weight to 81 lbs. Visi- 
ble and palpable epigastric tumor, marked stasis; 
bismuth radiograph showed pre-pyloric, defect; hy- 
pochlorhydria. 

Operation, October 24, 1914. 
grain, and morphine 1/6 grain,—the latter re- 
peated; local infiltration with 1% novocaine. A 
large pyloric carcinoma was found with glands in 
the gastro-hepatic omentum, considered inoperable ; 
posterior gastro-jejunostomy; no _ post-operative 
vomiting; complete relief of symptoms; discharged 
in 13 days. 

Re-admitted 10 months later and explored under 
ether in the hope that the first impression was er- 
roneous; inoperability confirmed. Not satisfied, ten 
months later she sought another surgeon and was 
again explored. Died 8 months later. 


Scopolamine 1/150 


Case 2. J. B., male, 50 years, Surg. No. 1969. 
(Noted above.) 


Case 3. J.J. V., male, 54 years, Surg. No. 2247. 
Occasional vomiting for one year; frequent vomit- 
ing, pain and loss of weight for 5 weeks. Palpable 
mass in the epigastrium, hyperacidity; positive 
guaiac; gastric stasis and pre-pyloric irregularity 
by x-ray. 

Operation, December 28, 1914. Morphine, %4 
grain; 1% novocaine infiltration anaesthesia. Ex- 
tensive carcinoma of pre-pyloric region, especially 
of the lesser curvature, inoperable. Posterior gas- 
troenterostomy. No post-operative vomiting or 
other symptoms; gained four pounds in the 13 days 
of his stay. Subsequently reported 18 months later 
with marked cachexia and fluid in the abdomen; 
vomiting was just beginning to recur. 


Case 4. R. MelL., female, 50 years, Surg. No. 
3365. Failing strength for 1 year; abdominal dis- 
tress, anorexia, vomiting, loss of weight for three 
months. Enormously dilated stomach, no mass felt; 
achlorhydria; no bismuth radiographic examination 
made. Weight 78 lbs. 

Operation, August 9, 1915. Morphine 1% grain, 
1% novocaine infiltration anaesthesia. Enormous 
stomach, large obstructing carcinoma at pylorus 
with numerous small metastases in glands and 
omenta. Posterior gastro-jejunostomy. No “a 

is- 


ing or untoward symptoms after operation. 
charged in 24 days, having gained 21 Ibs. 


Case 5. J. O. B., female, 41 years, Surg. No. 
3676. Vomiting and epigastric pain for one year. 
35 lbs. loss of weight to 79 lbs. Mass felt. Bis- 
muth radiographs show filling defect of pre-pyloric 
region, stasis. Slightly diminished acidity. 

Operation, October 16, 1915. Morphine 1, grain; 
1% novocaine infiltration anaesthesia. A large an- 
nular carcinoma of the pre-pyloric region was found 
extensive but without demonstrable metastases. 
Posterior gastro-jejunostomy; vomited twice im- 
mediately after operation; no subsequent untoward 
symptoms. Discharged in 20 days. A second stage 
might have been attempted here, but patient was 
lost sight of. 


Case 6. J. M., male, 59 years, Surg. No. 3742. 
Epigastric pain and burning sensation for two 
years; vomiting for two months, very severe for 
one month; marked emaciation. Bismuth radio- 
graphs suggested an ulcer on the lesser curvature 
near the pylorus, also a distorting lesion at the 
pylorus; moderate stasis. Hyperacidity, chronic 
nephritis with recent acute exacerbation, renal cal- 
culus, phthalein elimination 20% in two hours. 

Operation, October 28, 1915. Morphine 14 grain. 
Local infiltration with 1% novocaine. Indurated 
ulcers just distal to pylorus and on lesser curvature 
10 em. proximal to it; suspicion of malignancy. 
No glands or metastases noted. Posterior gastro- 
jejunostomy. Vomited once, otherwise no untoward 
symptoms. Discharged in 14 days, eating unre- 
stricted diet. Reported 7 months later, no gastric 
symptoms, marked gain in weight and strength; 
some pain in right side (renal caleulus?). 


Case 7. W. L. W., male, 57 years, Surg. No. 
5119. Pain and distress in abdomen for one year; 
vomiting and sensation of “obstruction” for three 
months, 62 lbs. loss of weight to 132. Palpable mass 
in epigastrium; bismuth radiographs show extensive 
neoplasm of pyloric antrum, marked stasis. Hy- 
pochlorhydria. Fusiform aneurysm of arch of aor- 
tic insufficiency; positive Wassermann, haemoglo- 
bin 50%, 

Operation, July 28, 1916. Morphine %4 grain; 
local infiltration with 1% novocaine. Extensive 
neoplasm of pyloric end of the stomach involving the 
head of the pancreas with neighboring glands; met- 
astases in liver. Posterior gastro-enterostomy, vom- 
ited once on the fifth day. Discharged 14 days 
after operation. No gastric symptoms, liberal diet. 


Case 8. C. T. G., male, 31 years, Surg. No. 5868. 
Pain for 6 months, three or four hours after eat- 
ing; frequent coffee-ground vomitus and tarry stools 
for 12 days. Bismuth radiographs show large ‘an- 
nular carcinoma of pyloric antrum with stasis. 
Moderate hyper-acidity. 

Operation, December 7, 1916. Morphine % grain; 
loeal infiltration with 1% novocaine. Massive tumor 
size of a fist, just proximal to pylorus, involv- 
ing both anterior and posterior surfaces but not the 
greater curvature. Glands along lesser curvature 
involved. Posterior gastro-jejunostomy. Growth 
possibly removable later. No vomiting or gastric 
symptoms after operation; discharged in fifteen 
days, eating voraciously and having gained 10 lbs. 
in weight. 


Case 9. TL. A., male, 71 years, Surg. No. 5879. 
Losing weight and strength for 4 or 5 months. Ab- 
dominal pain and persistent vomiting for six weeks. 
Marked dysuria. Bismuth radiographs show large 
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pre-pyloric defect, with 8-hour stasis. General con- 
dition rapidly deteriorating. 

Operation, December 13, 1916. Morphine % 
grain, local infiltration anaesthesia with 1° novo- 
caine; large annular carcinoma of pyloric antrum, 
suspicious thickening about head of pancreas, no 
certain metastases. Posterior gastro-jejunostomy, no 
post-operative vomiting or other gastric symptoms. 
One month later his condition permitted a perineal 
prostatectomy. Discharged two months later, com- 
fortable and eating voraciously; little gain in 
weight. 


Case 10. J. B., male, 56 years, Surg. No. 5975. 
(Noted above.) 


Case 11. P. S. D. Male, 58 years, Surg. No. 
6117. Pain, anorexia, occasional vomiting for 4 or 
5 months, with much loss of strength, and of 50 lbs. 
weight. Bismuth radiographs show evidence of 
perforating gastric ulcer of posterior surface of 
stomach; slight hyperacidity; occult blood in stools. 
Case complicated by chronic gout, emphysema; mi- 
tral regurgitation, chronic nephritis, obstructing 
prostate. Hemoglobin 35%, phthalein elimination 
12 and 15% in 2° (two determinations); a very 
poor operative risk. 

Operation, January 26, 1917. Morphine, %4 
grain. Local infiltration anesthesia with 1% novo- 
caine. Many adhesions, rendering approach diffi- 
cult. Transgastric cauterization and suture of 
posterior perforating ulcer of stomach. Gastro- 
jejunostomy impossible on account of adhesions. 
Discharged fifteen days later; no post-operative 
gastric symptoms; pain and vomiting completely 
relieved; eating a liberal diet. 


(End results of these cases are not included, 
since they do not affect the principle under dis- 
cussion. ) 


DISCUSSION. 


‘Dr. CopMan: I noticed that Dr. Cheever spoke 
of the low weight of some of his patients. I once 
did a gastroenterostomy on an elderly woman at 
the Massachusetts General Hospital. She weighed 
only 56 pounds before the operation, but gained 40 
pounds before she left the Hospital. 

Dr. Lunp spoke of having used the Moschcowitz 
transverse incision for these cases. 

Dr. Porter had used it, but had been disap- 
pointed with the exposure. 


DEMONSTRATION OF BONE WIRING IN- 
STRUMENTS. 


JOHN Durr, Jr., M.D., CHARLESTOWN, MAss. 
(By Invitation.) 


Asout three years ago, having witnessed a 
number of bone-banding operations at the Bos- 
ton City Hospital, it seemed that the most dif- 
ficult part of the whole procedure was passing 
the band around the bone, and it oceurred to me 


that an instrument might be devised to simplify 
matters. 

The first two instruments that I devised to 
overcome this difficulty, namely, a strong clamp 
bent in a curve to a right angle with a peg the 
size of the hole in a bone-band, which fitted in- 
to a socket in the opposite jaw, and the second, 
a soft silver strip with a bougie tip on one end 
and a projected hook on the other, are not uni- 
versally practical. The clamp is not satisfactory 
save in selected locations such as the middle 
third of the humerus or femur or, in other 
words, locations where large exposure can be ob- 
tained. The silver strip is not ideal because it 
is difficult to handle, although it is possible to 
bend it to any desired curve, which is more or 
less of an advantage. The third instrument is, 
in the opinion of the men who have used all 
three, the best. A fair idea of this instrument 
may be gained from Plate A. It is made on the 


Puate A, 


principle of the spiral with two curves in op- 
posite directions so that, when properly applied, 
a twist of the wrist sends the instrument around 
the bone. The tip has a hook which fits the hole 
in the desired appliance, whether it be band or 
wire; it is slightly beveled but not sharp. 
About six months ago, in discussing with Dr. 
Cotton bone-banding in general, we both recog- 
nized the value of an instrument which would 
tighten wire around bone and hold it taut and 
rigid while being twisted ; so, with his approval, 
I started work on such an instrument, and, in a 
large measure, because of his advice and sugges- 
tions, the final bone wirer has been perfected. 
The old principle of the ‘‘hose pliers,’’ which 
stretch instead of compress, is well known, so the 
work was started with this as a basis; but as 
suggested above, they will neither hold the wire 
tight when it is stretched, nor hold it rigid while 
being twisted. The first difficulty was obviated 
by the application of a rachet to the handles. 
The second problem was met by the addition of 
the projection or strut, to the axis of the pliers; 
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the strut is, incidentally, movable, for con- 
venience and flexibility. 

In this way the two great difficulties (the in- 
ability of the ‘‘hose pliers’’ to hold a stretched 
wire rigid and taut at the same time) were over- 
come, but several other difficulties arose. Among 
them, when the wire was twisted, a V-shaped 
‘‘dead space’’ remained between the first twist 
and the bone. This was not satisfactory, be- 
cause it left just that much slack, and unless the 
bone fragments be held absolutely immobile, the 
wire fails of its purpose. To obviate this ‘‘dead 
space’’ a flat disk, held by the two members of 
the strut, in which is an oval opening (not 
shown in the plates), and a bar above and paral- 
lel to the long axis of the oval, were added: 
when the wires are in place and on the stretch, 
the oval gives the crossed wires the first turn 
and the bar throws the last twist down, forcing 
down the first twist till it is practically flush 
with the bone surface. 

So much for the bone wirer,—but what of the 
wire? Which type is the best? After consid- 
erable experimentation, malleable phosphor- 
bronze wire No. 17 gauge B & S was found ad- 
visable because it stands torsion best and is not 
acted upon by the tissues. The wire may be cut 
to any desired length and one end looped and 
brazed to fit the hook. 

Method of Applying Wire and Twisting.— 
The wire is passed around the bone by the in- 
strument shown in Plate A and the ends crossed, 
one being longer than the other, to facilitate in- 
sertion through the oval slot, and the ends are 
brought up one on either side of the bar. The 
loop is attached to the hook, the loose end is 
drawn as tight as possible and fastened in the 
clamp, opposite the hook. Next the handles are 
compressed and the wire is drawn to any de- 
sired tension. To twist the wire the whole in- 
strument is turned until the wire is twisted up 
to the bar which marks the limit. Two long 
ends are then cut just above the bar and the in- 
strument is removed. The twisted end of the 
loop may be disposed of in any convenient way. 


Advantages of Wire Loop Over Bone Band: 


1. More easily applied. 

2. More easily removed when necessary. 

3. Very much narrower than a_ band. 
(Thereby acting as a smaller foreign body and 
lessening the possibility of non-union). 

4. One or more wires may be used where only 
one hand is practicable. 

5. May be used on small bones of the body. 

6. Is relatively strong as a band and plenty 
strong enough. 


This instrument, together with the wire, is 
offered as an apparent solution of the difficul- 
ties attending the old bone-banding operation in 
spiral and oblique fractures, both operatively 
and post-operatively, but its advantages as re- 
gards transverse fractures, on which work is 
now being done, has not been absolutely deter- 
mined. 


Original Artirles. 


A REPORT OF THE HARVARD INFAN- 
TILE PARALYSIS COMMISSION ON 
THE DIAGNOSIS AND TREATMENT OF 
ACUTE CASES OF THE DISEASE DUR. 
ING 1916. 


By Francis W. Peasopy, M.D., Boston, 


THE formation of the Harvard Infantile 
Paralysis Commission was largely stimulated by 
the apparently encouraging results obtained in 
the treatment of the acute stage of the disease 
with the blood serum of immune patients who 
had recovered from a previous attack. The 
object of the Commission was to provide experts 
who should be at the service of physicians to 
assist in (1) the early diagnosis of the disease, 
by means of the examination of the spinal fluid, 
and (2) the preparation and administration of 
immune serum. On account of the small staff 
and of the limited facilities of the Commission 
it was decided that the work must be restricted 
to the districts immediately in and about Bos- 
ton. It was therefore necessary to refuse to un- 
dertake the care of a considerable number of 
patients who resided outside the field which 
could be satisfactorily looked after. Since the 
use of the immune serum in this disease is still 
a measure, the value of which has not been fully 
established, it was considered proper to refuse 
to give serum to outside physicians for adminis- 
tration. The fact that all the serum has been 
given by the physicians employed by the com- 
mission adds much to the weight of the results 
obtained. 

The work reported here was begun on Sep- 
tember 26th, 1916, and virtually ended on De- 
cember 15th, 1916. The active work of the Com- 
mission was carried on by Drs. Charles B. 
Spruit, C. 8. Curtis, David M. Hassman, and 
John A. Wentworth. It is to the conscientious- 
ness and industry of these men that whate 
success the work of the Commission may have 
attained, is in large part due. From the begin- 
ning the Commission has been closely associated 
with the State Department of Health, and has 
been greatly helped by the Commissioner of 
Health and his assistants. 

The work undertaken falls naturally under 
two heads, that in the laboratory and that in 
the field. 

LABORATORY WORK. 


The laboratory work, which was in charge of 
Dr. Spruit, consisted in the collection and prep- 
aration of immune serum. Announcement of 
the objects of the Commission was made in a 
number of daily newspapers, and as a result of 
these articles a considerable number of persons 
volunteered to have their blood taken for the 
preparation of serum. Specimens of blood were 
taken from 33 individuals. There is little douLt 
but that if additional serum had been needed 
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it would have been possible to get in touch with 
many more persons who would have been will- 
ing to perform this service. 

The subjects were bled from an arm vein in 
a comparatively painless manner. The blood 
was allowed to clot and the serum pipetted off. 
The serum was then centrifuged at a_ high 
rate of speed in order to remove all blood cor- 
puscles. In satisfactory samples there was little 
or no evidence of hemolysis. The serum was 
inactivated at 56° C. for 1/2 hour. It was then 
tested for sterility by cultures, and in each in- 
stanee the Wassermann test was applied. The 
serum was finally put up in small sterile bottles 
which contained 10 to 20cce. Accurate records 
were kept of the histories of the donors, and 
each serum was given a number corresponding 
to the number on the donor’s card. Whenever 
the serum was used in the treatment of a case 
the number was recorded so that the records 
show exactly the result of the treatment with 
each individual serum. Furthermore, samples 
of each serum were preserved for further ex- 
perimental study. 

In the selection of an immune serum for use 
in the treatment of acute poliomyelitis it is rea- 
sonable to assume that the time interval between 
the acute attack and the drawing of blood from 
the donor is of some importance. Amos and 
Chesney’ used sera from persons who, with 
two exceptions had been convalescent for eight 
weeks or less. These two exceptions had passed 
through the disease 2 years before. They believe 
that the serum of recently recovered cases con- 
tains immune substances in greatest concentra- 
tion, and ‘‘suggest that if serum is used from 
patients whose attacks are more remote, corres 
spondingly larger doses should be employed.’’ 
Zingher? employed sera obtained per- 
sons in whom the acute attack had oceurred 
from 2 months to more than 30 years before the 
blood was taken. He divided his patients into 
groups according to the serum used in the treat- 
ment, but states: ‘‘It must not be overlooked, 
however, that we have probably obtained thera- 
peutic results as good after the use of serum 
from persons who had the acute attack more than 
15 years previously, as from those who had the 
acute attack from one to 15 years before.’’ Un- 
fortunately we have had no experience with 
serum from recently recovered cases. As will 
be seen from Table 1, the sera used in the treat- 
nent of our cases was obtained from persons who 
had passed through the acute attack of the dis- 
ease from 3 to 40 years ago. 


FIELD WORK. 


Arrangements were made by which one of the 
experts employed by the Commission would be 
able to respond to the eall of a physician at 
any hour of the day or night. No patients were 
seen except at the direct request of the physi- 
cian in charge of the case. All cases were seen 
as soon as possible after the call was sent in, 
but of course, when many requests were coming 


in at the same time there was necessarily some 
delay in getting to the more distant cases. It 
may be well to describe in detail the methods em- 
ployed by the field diagnosticians. The patient 
was visited if possible in association with the 
family physician. The history was taken and 
a careful general examination was made. _ If 
there was any indication that the case was one 
of poliomyelitis it was suggested that a lumbar 
puncture be made, although the decision as to 
whether this should be done or not was left to 
the family physician. In only a few instances 
did either the family or the physician object to 
the procedure. After the spinal fluid had been 
obtained it was examined, with the aid of a 
microscope which was set up near the bedside, 
and a rapid count determined whether there was 
evidence of a meningitis. In most of the cases 
where the spinal fluid pointed to poliomyelitis, 
treatment was instituted. The lumbar puncture 
needle was left in position after the spinal fluid 
was obtained and with only a few minutes de- 
lay it was possible to inject the immune serum 
intraspinally. The amount of serum for each 
treatment was about 10 cem. The patients were 
followed by the physicians of the Commission 
or by the family physician and further treat- 
ments were given when they seemed to be indi- 
eated. One result of the injection of serum was 
an increase of the meningeal symptoms and a 
marked rise of the cell count. Although this 
inerease in symptoms was at times rather dis- 
turbing it was a transient phenomenon and no 
serious results were ever observed. 

The amount of serum administered intraspin- 
ally was usually about 10 cem. at one injection. 
Only rarely was more than 15 cem. given, be- 
cause we feared the effect of raising the pressure 
in the spinal canal. Only one treatment <was 
given in 27 of the 51 preparalytie cases, while 
16 received two treatments, 6 received three, and 
2 received four treatments. Injections were 
usually given at intervals of 12 to 24 hours and 
whether or not treatment was repeated depended 
on the clinieal pieture. Zingher used 15 cem. 
serum, repeating in 12 to 24 hours. Amoss and 
Chesney injected serum intraspinally and intra- 
venously or subeutaneously. The subdural in- 
jections varied in amount from 5 to 25 eem.; the 
subeutaneous from 15 cem. to 60 cem.; and the 
intravenous from 20 cem. to 100 cem. They be- 
lieve that the larger the amount of serum, and 
the earlier the administration in the course of 
the disease, the better the results. The majority 
of our preparalytiec cases were treated within 
48 hours of the onset of the disease, but the 
figures are not large enough to allow of any 
conclusions being drawn. 

The total number of cases visited by the phy- 
sicians of the Commission was 187. Of these 
the diagnosis of poliomyelitis was made in 123 
and the remaining 64 were cases of other dis- 
eases. Among the cases to which the Commis- 
sion was summoned and which did not turn out 
to be acute poliomyelitis were instances of the 
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following conditions: infectious diarrhoea, gas- 
tro-enteritis, influenza, vaccination, hysteria, 
pulmonary tuberculosis, and fever of unknown 
cause, and a considerable group of patients in 
whom no diagnosis was made. The latter group 
ineluded chiefly children with mild digestive up- 
sets. There were also a number of persons in 
whom a diagnosis of ‘‘no disease’? was made 
and whose symptoms were apparently due to 
nervousness. In addition to these, 4 cases of 
meningitis were seen. Of these 2 were of the 
cerebro-spinal type, one was tuberculosis, and 
one was syphilitic. 


able that any method of treatment could have 
been of value. Only 21% of the cases (exelud- 
ing the fatal cases) became paralyzed at all and 
in more than one half of these the paralysis was 
extremely mild. Of most importance however, 
is the group of patients in which no evidence 
of paralysis appeared. This includes 69% of the 


stage. 


total number of cases seen in the preparalytic 
The result is apparently very gratify- 
ing, but a critical consideration requires a com- 
parison with the outcome of a similar group of 
untreated cases. The necessary data for control 
are not available from our own experience but 


Of the 123 cases of poliomyelitis seen, 54 were Dr. George Draper of New York has been kind 


first visited in the preparalytie stage, 65 were 
recently paralyzed cases, and 4 were cases of old 
paralysis. Of the total of 54 preparalytic cases 
seen, 51 were treated with immune serum. Two 
of the untreated cases were apparently of the 
abortive type of the disease and it was consid- 
ered unnecessary to give them any injection. 
Of the 51 cases treated with intraspinal injec- 
tion of immune serum, 35, or 69%, recovered 
without paralysis; 11, or 21%, recovered with 
paralysis; and 5, or 10%, died. In the 11 para- 
lyzed cases the results were slight in 6. The 
details of these cases are to be found in Table 1. 

Sixty-nine paralyzed cases were seen. Of 
these 4 had had the disease a long time before 
they were seen, and 65 had been recently par- 
alyzed. Of the latte cases 60 were treated 
with immune serum. It is rather difficult to 
form any accurate conception as to whether 
cases in this group improved or did not improve 
as a result of treatment, but a rough classifica- 
tion indicates that 8, or 12%, showed definite 
rapid improvement, while 33, or 51%, did not 
improve much after the injection of the serum, 
or became worse. 21 cases, or 32% died, and in 
3 cases, or 5%, the result is unknown. In the 
total of 123 cases there were 26 deaths, giving a 
mortality of 21%. This is just about the aver- 
age mortality of the epidemic. 

In discussing the effect of treatment by means 
of intraspinal injection of immune serum it 
seems wisest to disregard the cases which were 
already paralyzed when treatment was adminis- 
tered. One could hardly expect any definite 
improvement after the spinal cord was already 
involved sufficiently to cause a peripheral par- 
alysis, but it was hoped that the progress of the 
disease might be stopped. Whether such a re- 
sult was occasionally obtained or whether the 
cessation of the spreading of paralysis was al- 
ways spontaneous, it is, of course, impossible to 
determine accurately. 

The results of treatment in the cases seen in 
the preparalytic stage of the disease are at first 
sight rather encouraging, and the number of 
patients is large enough to allow the drawing 
of fairly definite conclusions. The mortality was 
10%, which is only one half of the general mor- 
tality of the epidemic. The majority of the fatal 
cases were, moreover, acute fulminating in- 
stances of the disease and it is hardly conceiv- 


enough to put at our disposal some of the results 
as yet unpublished, obtained by him in the study 
of the present epidemic in Long Island. Ace- 
cording to these statistics of 85 preparalytic 
cases, in which the diagnosis was proved by 
lumbar puncture and in which no serum was 
administered, 48, or 56%, developed no paralysis. 
The results in our serum eases were thus about 
10% better than were the results in Draper’s 
untreated cases, but in the consideration of the 
effect of a therapeutic measure in so variable a 
clinical condition as acute poliomyelitis, such a 
difference must be regarded with great conser- 
‘vatism. Itis, however, also of interest to note 
the results of the administration of serum by 
other workers. Zingher reportsthat of 54 cases 
treated in the preparalytic stage, 44, or 82%, 
did not become paralyzed. Twenty-five of these 
patients were seen at the Willard Parker Hos- 
pital, and of this group 24, or 96%, did not be- 
come paralyzed. Zingher also reports that 9 
out of 10 cases treated intraspinally with nor- 
mal human serum failed to develop paralysis. 
Amoss and Chesney treated 14 cases in the pre- 
paralytic stage of the disease by intraspinal and 
intravenous or subcutaneous injections of im- 
mune serum. Two of these died, 2 developed 
slight paralysis, and 10, or 71%, remained un- 
paralyzed. The best results were obtained in 
the patients who were treated earliest (within 48 
hours of the onset), and who received the largest 
amounts of serum (over 30 eem.) both intra- 
spinally and intravenously or subcutaneously. 
The considerable variation in the results ob- 
tained by different workers in the administra- 
tion of immune serum may be due in part to dif- 
ferences in technic, but no doubt the character 
and number of cases studied is an important 
element. None of these series is as large as it 
should be when one considers the great variation 
in the clinical course of the disease under con- 
sideration. For the proper interpretation of the 
results of treatment it is essential that we should 
have a much more complete knowledge of the 
natural history of the disease. At the present 
time we have only an imperfect idea as to what 
proportion of persons affected with the disease 
become paralyzed even if no treatment is insti- 
tuted. Nevertheless there is apparently a gen- - 
eral agreement among those who have used the 
immune serum as to its harmlessness, and as 
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to the fact that in certain, possibly in numerous, 
instances its administration is beneficial. 

While the results obtained in the treatment of 
acute cases of infantile paralysis by the intra- 
spinal injection of immune serum have been 
somewhat less satisfactory than might have been 
hoped, it is of some importance that this com- 
munity has had its own experience with what 
has seemed to be the most promising method cf 
treating the disease. There is evidence in favor 
of the use of serum in the preparalytic stage, 
but its administration in paralyzed cases, except 
where the disease is progressing, should prob- 
ably be avoided, for it is quite possible that fur- 
ther harm might be done to the spinal cord by 
inereasing the pressure in the spinal canal. It 
is also probable that in any further work with 
the treatment of the disease the intravenous in- 
jection of serum in very early cases should be 
taken up. 

The work on the diagnosis of poliomyelitis 
with the aid of the examination of the spinal 
fluid has been of considerable importance. In 
all early cases the examination of the spinal 
fluid has shown evidence of a meningitis and the 
cell count has ranged from 34 to 1,980 per cem. 
in the preparalytic stage. In general the more 
severely affected patients have shown the higher 
cell counts but this is not at all a constant find- 
ing. In the earliest stages of the disease about 
40 to 90% of the cells in the spinal fluid are of 
the polymorphonuclear type, but with the prog- 
ress of the disease the mononuclear cells tend 
to predominate. In general, the cell count, which 
is done rapidly and easily, has proved to be the 
most satisfactory method of making a diagnosis 
in preparalytie cases of infantile paralysis. Al- 
though the clinical picture of the acute stage of 
the disease is fairly typical, so that a physician 
who has seen a number of cases is often able to 
make the diagnosis, nevertheless any confirma- 
tory evidence is of great assistance. Such evi- 
dence the examination of the spinal fluid seems 
to provide. 

Of great importance, as indicating the value 
of the examination of the spinal fluid as a diag- 
nostic measure in acute poliomyelitis, are the re- 
sults obtained from the lumbar puncture of cases 
which proved subsequently not to be infantile 
paralysis. The spinal fluid was examined in 31 
such eases. In 2 instances a cell count of 12 and 
15 respectively were obtained and in all other 
instances the cell count was below 10. This evi- 
dence is of great importance as showing that in 
the febrile, gastro-intestinal and other condi- 
tions most likely to be confused with infantile 
paralysis the spinal fluid is almost always nor- 
mal. All our cases were followed in such a way 
that there is no reason for us to believe that 
the diagnosis of infantile paralysis was made in 
eases in which it was not justified. There is, 
however, a certain source of error in that some 
of the so-called abortive cases may never de- 
velop to the stage of involvement of the nervous 


system. Draper’s® results make this quite prob- 
able. 

Our results in the diagnosis of poliomyelitis 
have shown that with the assistance of the 
family physician an early diagnosis can be made 
in a large percentage of cases. The making of 
an early diagnosis is of importance both for the 
proper isolation of the ease and for the treat- 
ment of the case. The procedure adopted by the 
Commission for the early diagnosis and treat- 
ment of patients has proved to be, in general, 
satisfactory when applied over a limited area, 
and there is no reason why similar methods 
should not be used in a much larger district. In 
order that the work should be carried on in an 
efficient manner, however, it would be necessary 
to have the district subdivided into a number 
of small units each of which should be provided 
with an adequate number of diagnosticians. If 
such an arrangement seems advisable the Com- 
mission must receive financial support from the 
publie, for it has no funds to draw upon beyond 
what it obtains from voluntary contributions. 
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AN ESKIMO ‘“‘DEFICIENCY DISEASE.”’ 


By JonHn M. Littie, Jr., M.D., St. ANTHONY, 
NEWFOUNDLAND. 


Ir is only recently that the importance of 
diet deficiency as the cause of certain diseases 
has been recognized. Experimental work has 
supplemented clinical deductions until now well 
defined hypotheses are available to explain cer- 
tain diseases. As a result of experiments upon 
animals, clinical observation among humans 
and chemical research, it has been found that 
previously unsuspected constituents are neces- 
sary in a diet. The nature of these substances 
is not yet known but some of their characteris- 
ties are coming to light. 

One substance, or group of substances, water 
soluble, seems to be found only in natural foods 
and is necessary to prevent polyneuritis or beri- 
beri. Another substance or group seems asso- 
ciated with certain fats. It would be interest- 
ing to have clinical confirmation of the produc- 
tion of disease among humans by the absence 
of the fat soluble group. 

It is not generally known how the Eskimos get 
the needed elements of diet outside of meat. 
What do they eat besides seals, caribou, birds 
and fish? Berries are very abundant in their 
proper season and keep well frozen. Other- 
wise, and when civilized food is not available, 
they depend for carbohydrates upon those al- 
ready transformed and in the blood, or on the 
already partly digested stomach contents of 
animals killed. The great feast of the Eskimo 
after killing caribou is a thick soup made of its 
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stomach contents and blood. They go first for 
what the body craves. In winter the Eskimo 
follows the caribou herds probably partly for the 
predigested vegetable matter found in the stom- 
achs. The mosses, grasses and young shoots and 
leaves have been transformed by the animals’ 
hardier digestion into forms assimilable by hu- 
man beings, and supply the needed vitamins. 
As disease comes from diet deficiency or faults 
in diet, one would certainly expect to find it 


man who, wrecked on a whaler in Baffin Land, 
lived a year with the Eskimos and lived the 
Eskimo life. He gave me a good description of 
kallak, said he had it and almost died. This 
suggests that the disease is not peculiar to the 
Eskimos, but to their conditions of living. 


Book Reviews, 


among the Eskimos, and it is so found. Their | Military Surgery. By Dunvuar Pearce PEn- 


susceptibility to scurvy is well known. Their 
tendency to hemorrhagic conditions and sup- 
puration has been frequently mentioned. But 
one might expect to find other phenomena 
among a people whose diet must be so extraor- 
dinary and at times limited. 

Ten years ago, and before the deficiency dis- 
eases were so much in the limelight as now, 
I described a disease that seemed peculiar to 
the Eskimo. At that time the cause of beri- 
beri was not recognized nor had the term ‘‘vita- 
min’’ beencoined. I want to quote from my 
paper, published in the Boston MEDICAL AND 
SURGICAL JOURNAL, February 20, 1908. I de- 
scribed the disease under the name ‘‘kallak,’’ by 
which it is known to the Eskimos of Labrador 
and Baffin Land. In a few words, the disease 
may be described as an endemic disease com- 
mencing with an eruption of pustule-like lesions 
in successive crops on the hands, elbows, but- 
tocks, ete., no organisms being found until sec- 
ondary infection takes place; intense itching, 
protracted course and ultimate recovery. I will 
refer anybody to the previous article for further 
description, only quoting verbatim as follows: 

‘‘The only facts that seem to have a bearing 
etiologically are that, while it may occur at any 
time of the year, if they have plenty of seal 
flesh to eat, they don’t have kallak. Most of 
the cases, as well as the worst cases, and the 
epidemics, occur in the autumn after they have 
been living almost exclusively on a fish diet, 
and especially after a failure of the berry 
crops.”’ 

**T believe it to be a symptomatic reaction to 
a. toxin elaborated on account of the Eskimo 

iet. 

‘* .. found the best treatment to be the 
addition of seal meat and bervies to the diet.’’ 

It would seem that we have here a disease in 
the human, due possibly to the absence of the 
fat soluble substance or group of vitamins pre- 
viously mentioned. That the Eskimos have 
scurvy or beri-beri, on diets productive of those 
diseases, is well known. That there is a third 
deficiency disease to which they succumb, when 
they don’t get the proper fats from seals or 
caribou, seems probable. 

In my previous paper on kallak I said that 
this disease is ‘‘. . . not acquired by children or 
adults of the white races who are brought into 
contact with it.’’ Since writing the above, I 
have talked with an intelligent young Scots- 


. 


HALLOW, S.B., M.D. (Harv.), Chief Surgeon, 
American Women’s War Hospital, Paignton, 
England; Captain Medical Corps, Massachu- 
setts National Guard; First Lieutenant, Medi- 
cal Reserve Corps, U. S. Army (Inactive 
List) ; Director of Unit, American Red Cross 
European Relief Expedition. With introduc- 
tion by Sm ALFRED Keogu, K.C.B., Director- 
General, Army Medical Service. Original 
drawings by the author. London: Henry 
Frowde, and Hodder & Stoughton. 1916. 


An interesting volume by a young Boston 
surgeon who has been stationed in England for 
a considerable portion of this war. The energy 
and industry necessary to produce a volume of 
this character is much to be praised when one 
considers that the routine duties of a surgeon in 
charge of a war hospital usually consume every 
atom of his time and attention. The book con- 
tains a short and complimentary introduction by 
Sir Alfred Keogh, K.C.B., Director-General, 
Army Medical Service. It is well illustrated 
by half tones of actual cases, and x-rays. It is 
an excellent consideration of military surgery 
as seen from a base hospital. We should -have 
welcomed a more extensive description and dis- 
cussion of the Carrel method of disinfecting 
septic wounds. As a brief, concise manual of 
war surgery, based upon personal observations 
made near the front, the book deserves careful 
reading by all interested in the subject. 


Diseases of the Digestive Tract and Their 
Treatment. By A. Evererr Austin, M.D. 
St. Louis: C. M. Mosby Company. 1916. 


Dr. Austin has written a considerable volume 
of over 500 pages. His style is personal, pleas- 
ant and fluent. He gives his own views, which 
in some cases, however, may not be generally 
accepted. He warns us in the preface that it 
is not his intent to make an encyclopedia of 
this book. He is not willing to lay the stress 
upon x-ray examinations that many clinicians 
do at present. In general, he relies upon and 
describes only a few of the simpler tests for 
diagnosis in gastro-intestinal conditions. Even 
if one does not get an exhaustive discussion of 
gastro-intestinal diseases, one finds in this book 
a simple, straightforward presentation of the 
views of a man with wide experience. 
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WAR OBLIGATIONS. 


Every physician in the country wants to do 
his bit in assisting to preserve the Nation in 
this time of stress. How can he do it? Many 
can enlist in the medical services of the Army 
or the Navy, others can help organize base hes- 
pitals, and learn how this should be done. 
Those who are connected with medical schools 
will give up their vacations and conduct in- 
tensive courses of instruction with a view to 
shortening the curriculum for the graduating 
classes, while some of the members of the pro- 
fession who have passed the age limit for ae- 
tive service can assist by urging suitable men 
to enlist and by helping in the work of organ- 
izing the efforts of the profession so that they 
may count for the most, thereby avoiding many 
of the mistakes that were made in England in 
the fall of 1914. Already the Medical Section 
of the Council of National Defense has organ- 


ized auxiliary committees in the various states, 
it has listed the available physicians under 
forty-five years of age, and the hospitals with 
their staffs and the number of their beds; re- 
cently it has secured the cooperation of manu- 
facturers of medical and surgical supplies and 
equipment in order to obtain an adequate quan- 
tity of these needed articles and in order to 
standardize them, and it has appointed sub- 
committees throughout the country to consider 
the needs of the different divisions of medicine 
and nursing. 

At the present time there is a real danger 
that many committees appointed by states, 
counties and towns in their desire to help, may 
interfere with one another and duplicate the 
work that should be donesin an orderly and 
well-thought-out manner. The Council of Na- 
tional Defense, created by act of Congress, has 
been hard at work since last September, holding 
almost daily sessions. It has an able Medical 
Section, and fewer mistakes are likely to be 
made if we put ourselves at its service and help 
to carry out its plans. 


A NEW PUBLICATION, 


INTEREST in literary and historical matters 
bearing on medicine has been a constant and 
growing incentive to scientific study into the 
records of the past by medical men for some 
time. Conerete expression has been given 
thereto by the organization of historical clubs 
in the great medical centers like Baltimore, 
Boston, Chicago, St. Louis, Washington and 
Philadelphia and the recent establishment of .a 
historical section by the New York Academy 
of Medicine. Desultory papers published in 


‘different medical journals and occasional mono- 


graphs have given a slight indication of the 
large amount of invaluable work being done. 
Aside from the publications of these historical 
societies there is, however, no periodical in the 
English language devoted solely to the publica- 
tion in proper form of the researches of the 
students of medical history. For a long time 
the leaders in the important branch have felt 
the need of amedium or organ for the publica- 
tion of their work. Plan upon plan has been 
suggested and discarded. As no pecuniary profit 
was to be expected from such an enterprise, 
financial difficulties constantly interfered with 


} 
| 
| 
| 
| | 
| | 
| 
M.U., inton | 
| 
| 
| 
i 
4 


Vor. CLXXVI, No. 18] BOSTON MEDICAL AND SURGICAL JOURNAL 


645 


the culmination of ideal plans. At last these | in stenography, typewriting, filing, cataloguing, 
difficulties were surmounted and in April the bookkeeping, etc., this group is receiving addi- 
new journal, Annals of Medical History, made | tional instruction in stenography, with special 
its appearance. The literary side will be well reference to medical terms, and in translating 
taken care of by the Board of Editors. The | and abstracting medical German; they are also 
typography is under the supervision of Mr. being trained to do the routine chemical analy- 
Frederic W. Goudy. It is to be published sis of urine, as well as the microscopic analyses 
quarterly,—spring, summer, autumn and win- of blood and sputum. 
ter. It will include original contributions with This mental and technical training for a 
occasional reprints of epoch-making mono- woman who has the proper personality for 
graphs. “meeting patients is the first step in recognition 
As an indication of its scope the original ar- of the fact that the modern physician needs 
ticles in the first issue are as follows: ‘‘The a secretary equipped to meet his special de- 
Scientific Position of Girolamo Fracastorio mands. | 
(1478 ?-1553), with Especial Reference to the It must be admitted that these requirements 
Source, Character and Influence of his Theory vary so with different physicians that no one 
of Infection,’ by Charles and Dorothea Singer, | person can be trained in college to become pro- 
Oxford, Eng.; ‘‘The Greek Cult of the Dead ficient in all of them, but it is reasonable to 
and the Chthonian Deities in Ancient Medi- expect that the young woman with a definite 
cine,’’ by Fielding H. Garrison, M.D., Wash-| aim and this kind of preparation will offer a 
ington, D. C.; **Voltaire’s Relation to Medi- combination of accomplishments much superior 
cine,’’ by Pearce Bailey, M.D., New York, N. Y.; to those of the secretary at present available. 
‘‘Burke and Hare and the Psychology of. For positions which are concerned chiefly 


Murder,”’ by Charles W. Burr, M.D., Phila- 
delphia, Pa.; ‘‘Hebrew Prayers for the Sick,”’ 
by C. D. Spivak, M.D., Denver, Colo. ; ‘‘ Laryn- 
gology and Otology in Colonial Times,’’ by 
Stanton A. Friedberg, M.D., Chicago, Ill. 

Except for the special publications of his- 
torical societies, the Annals of Medical History 
is the only periodical in English devoted ex- 
clusively to the study of medical history. Its 
subject is one in which physicians are becom- 
ing constantly more and more interested. The 
periodical will be of the highest literary and 
artistic merit, will contain no advertising, and 
should find and fill in medical literature a place 
entirely and definitely its own. 


THE MEDICAL SECRETARY AND LAB- 
ORATORY ASSISTANT. 


AN experiment which is expected to meet 
a long-felt need among physicians is being tried 
at Simmons College, Boston. Several of the 


young women who are to graduate as secre- 
taries next June are being especially trained 
along lines that will make them more valuable 
as secretaries to men in the medical profession. 
In addition to the training of the regular’ four- 
years’ course, which consists of about three 
years of academic work and thorough training 


with laboratory work, other young women are 
being trained. The larger hospitals are employ- 
ing in their laboratories, as assistants, college 
graduates who have spent a large part of their 
four years in the study of chemistry and _ biol- 
ogy, but the smaller hospitals and individual 
physicians have been unable to afford assist- 
ants for this work alone. Therefore Simmons 
College is adding a certain amount of secre- 
tarial training to the preparation which for- 
merly has been given to its graduates in science, 
in the hope of meeting the demand for a com- 
bined analyst and secretary. 

There is undoubtedly ‘a field for students 
with either type of preparation, although they 
are so different in their emphasis; the one, the 
trained secretary who may do in addition ab- 
stracting and routine analyses; the other, the 
laboratory assistant who may also assume the 
simpler duties of a secretary. But these at- 
tempts which are being made to assist men of 
the medical profession will be useless unless 
they meet with the hearty codperation of the 
physicians. 


TWO IMPORTANT LETTERS. 


THE ATTENTION OF MEMBERS OF THE MAssa- 
CHUSETTS MEDICAL SOCIETY IS PARTICULARLY DI- 
RECTED to two important letters published in 
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the correspondence column of the present issue 
of the JourNAL. The first, by Dr. Walter P. 
Bowers, chairman of the Massachusetts State 
Board of Registration in Medicine, explains 
most effectively the purport of the new medical 
registration law in this Commonwealth, which 
has been unjustly criticized owing to ignorance 
of its intent. The second letter, by Dr. Arthur 
N. Broughton, chairman of the Committee of 
the Massachusetts Medical Society on Working- 
men’s Compensation, announces the successful 
passage, without the Governor’s signature, of 
the amendment to the Workingmen’s Compen- 
sation Act advocated by this committee. In 
this connection, and in general regard to med- 
ical legislation, especial commendation is due to 
Dr. Hart, Dr. Johnson, and Dr. Frothingham 
for the very efficient work they have done on 
the Committee on Public Health of the Massa- 
chusetts Legislature. 


CENSORS’ EXAMINATIONS. 


THE attention of members of the Massachu- 
setts Medical Society, AND OF THOSE WHO DE- 
SIRE TO BECOME MEMBERS, is also directed to the 
notices of impending Censors’ Examinations of 
the Essex South, Norfolk, and Suffolk District 
Societies, which are published on the last page 
of the present issue of the JouRNAL. At no 
time can a physician most effectively serve his 
community and his profession, unless he is an 
accredited member of his official state medical 
organization. Especially in the present national 
emergency, when an imperative and additional 
call to service of country is made upon every 
physician in the United States, is it the duty of 
all possessing the needed qualifications in our 
Commonwealth, to enroll themselves, by exami- 
nation in their respective districts, in the So- 
ciety upon whose organization must be based 
the mobilization of the medical personnel of 
Massachusetts. 


MOBILIZATION OF THE MEDICAL PER- 
SONNEL OF MASSACHUSETTS. 


THE members of Sub-Committee No. 1, on 
Mobilization of the Medical Personnel of Mas- 
sachusetts, are very much gratified at the man- 
ner in which the physicians are sending volun- 
tary contributions to defray the expense of the 
State cataloguing of physicians. It is impos- 


sible to make a personal acknowledgment to each 
one that contributes, and the Committee there- 
fore desires to acknowledge most gratefully, 
through Boston MEDICAL AND SuRGICcAL 
JOURNAL, the generosity of the physicians who 
have not only filled out the ecards promptly, but 
have also given substantial donations towards 
the necessary expense of this very valuable piece 
of work. The ecards are being returned with 
commendable promptness, and it is earnestly 
hoped that every single doctor in Massachusetts 
will fill out his ecard and return it, whether or 
not he finds it convenient to enclose a subscrip- 
tion. 


MEDICAL NOTES. 


BLINDNEss IN THE UNrTEp States.—The Bu- 
reau of the Census, Washington, D. C., has is- 
sued a bulletin referring to statistics of blind- 
ness in the United States. It states that the 
forthcoming report on the blind in the United 
States, announced by Director Sam L. Rogers, 
of the Bureau of the Census, Department of 
Commerce, indicates that 30.8%, or somewhat 
less than one-third, of the blind population lost 
their sight when less than 20 years of age (in- 
eluding those born blind) ; 47.4%, or somewhat 
less than one-half, during the early or middle 
years of adult life (from 20 to 64 years) ; and 
21.8%, or a little over one-fifth, in old age 
(after passing their sixty-fifth year). More 
persons were reported as having lost their sight 
when less than 5 years of age than in any other 
5-year period of life, 16.4% , or about one-sixth, 
of the total being included in this group; per- 
sons reported as born blind formed 6.6% of the 
total, and persons reported as losing sight when 
less than 1 year old, 5%, these two groups to- 
gether contributing 11.6%, or more than one- 
tenth, of those reporting the age when vision 
was lost. 

These statistics are based on an enumeration 
of the blind made in connection with the census 
of 1910. The blind population enumerated was 
57,272, and by sending out special schedules 
through the mails the Bureau obtained data re- 
garding such subjects as the cause of the blind- 
ness and the age when it oceurred from 29,242 
blind persons. 

The fact that the 30,000 blind represented in 
the returns had on the average been blind for 
16 years makes plain the gravity of this mis- 
fortune. Although the risk of blindness in in- 
fancy, childhood or youth is relatively small, 
yet, as shown by these figures, the complete 
elimination of that risk would reduce the blind 
population by nearly one-third. Similarly, the 
elimination of the risk of blindness during the 
early or middle years of adult life would reduce 
the blind population by nearly one-half, while 
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the elimination of the high risk in old age would 
eause a reduction of only one-fifth in the num- 
ber of existing cases. Of course, the earlier the 
age at which the sight is lost, the greater the 
magnitude of the misfortune; loss of sight in 
infaney means a life of blindness, while loss of 
sight in old age ordinarily means only a few 


vears of that affliction. For this reason the in- 


erease in individual happiness and the benefits 
to society in general that would accrue from a 
suecessful campaign against blindness in early 
life would obviously be vastly greater than 
would result from a corresponding reduction in 
the blindness occurring in old age. In this 
connection it is significant that since 1880 there 
has been a distinct decrease in the proportion 
of blind who lost their sight in infancy. In 1880 
persons who became ,blind before completing 
their first year of life formed 15.3% of the total 
reporting, as compared with only 11.6% in 1910. 
This deerease is explained largely by the great 
progress made toward preventing blindness 
among newborn infants through the use of the 
Credé method of prophylaxis for ophthalmia 
neonatorum, which was discovered in 1884. 


BEQUESTS IN THE INTEREST OF NEUROLOGY.— 
By the will of the late James Buchanan Brady, 
the New York Hospital is the recipient of a 
gift of $4,000,000 to establish a department of 
neurology, and Johns Hopkins Hospital, Balti- 
more, is the recipient of a gift of $300,000 to 
be used in the erection of the James Buchanan 
Brady Neurological Institute. 


WAR NOTES. 


CorRNELL AMBULANCE Unit.—A third unit 
for ambulance service has been equipped by 
Cornell men and will be sent to France in June. 


Rep Cross Suprort.—President Wilson, in a 
letter sent to the Washington branch of the 
Ameriean Red Cross, urges that all relief work 
be coneentrated and codrdinated under the or- 
ganization of the Red Cross, that it thereby may 
be made more thoroughly efficient. He states 
to all who are anxious to aid in relief work that: 

‘‘Having been made the official volunteer aid 
organization of the United States, the American 
Red Cross comes under the protection of the 
Treaty of Geneva and has received due recogni- 
tion from all foreign governments. Its status, 
both at home and abroad, is thus definitely de- 
termined and assured.”’ 

‘Recent experience has made it more clear 
than ever that a multiplicity of relief agencies 
tends to bring about confusion, duplication, de- 
lay and waste. Moreover, it affords temptations 
to dishonest persons tu take advantage of the 
general willingness of the public to subscribe 
to such agencies to defraud subscribers and rob 
the soldier of the assistance he so much needs. 
Wherever in the present war sufficjent volun- 
teer aid has been rendered, either to soldiers or 
to non-combatants, it has been rendered under a 
well organized central body. Experience is cer- 


tainly the most convincing teacher, and we 
should learn by these European examples how 
to conduct our own relief work with the most 
thorough efficiency and system. With its 
catholicity and its democracy, the Red Cross is 
broad enough to embrace all efforts for the re- 
lief of our soldiers and our sailors, the care of 
their families, and for the assistance of any 
other non-combatants who may require aid. 

‘‘As the president of the American Red 
Cross, our branch of the great international or- 
ganization, I most earnestly commend it to 
your confidence and your support. Upon your 
aid, upon the amounts and promptness of your 
gifts and codperation must depend the fulfil- 
ment of the duties that are imposed upon it. It 
serves so noble and beneficent a purpose that it 
must appeal to all who love their country and 
all who love humanity.’’ 


Miss Margaret Wilson, the President’s daugh- 
ter, has given to the Red Cross the sum of one 
thousand dollars, the proceeds of her spring con- 
cert tour. 


Rep Cross Service.—A new organiza- 
tion designated as the Red Cross Supply Service 
has been formed as a bureau of the American 
Red Cross. Its functions will be to distribute 
among American soldiers and military hospitals 
gifts and supplies from patriotic individuals 
and relief societies throughout the country. 
Headquarters of the new service will be in 
Washington, with branches to supervise the col- 
lection and preparation of supplies at New 
York, Boston, Chicago, Denver, New Orleans, 
and San Francisco. The central office at Wash- 
ington, it is announced, will be in close associa- 
tion with the war and navy departments and 
the Council of National Defence, and will be 
under the direction of W. Frank Persons, for- 
mer director of the Charity Organization So- 
ciety of New York. The director of the Boston 
branch will be Henry §. Dennison. 

Local committees will be associated with the 
directors of the branch headquarters, and ware- 
house space has been arranged for at each place. 

The work of smaller towns and cities will be 
directed from the branch headquarters. Agents 
of the service will be located in every training 
camp, military and naval hospital and army 
base. Through codperation with relief societies 
and systematic methods of purchase and distri- 
bution, it is expected that much waste will be 
eliminated and overproduction of certain arti- 
cles avoided. 


War Revier Funps.—On April 29 the totals of 
the principal New England war relief funds 
reached the following amounts: 


Belgian Fund $578,768.43 
French Wounded Fund .........-. 220,742.75 
Armenian Fund 177,838.33 
Serbian Fund 115,240.49 
French Orphanage Fund ........ 95,525.26 
British Imperial Fund .......... 93,642.88 
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Week’s Deatu Rate Boston.—During the 
week ending Saturday, April 21, 1917, the num- 
ber of deaths reported was 258, against 265 last 
year, with a rate of 17.42, against 18.17 last 
year. There were 37 deaths under one year of 
age, against 29 last year, and 91 over 60 years 
of age, against 100 last year. 

The number of cases of principal reportable 
diseases were: diphtheria, 89; scarlet fever, 41; 
measles, 216; whooping cough, 7; typhoid fever, 
6; tuberculosis, 53. 

Included in the above were the following 
cases of non-residents: diphtheria, 17; scarlet 
fever, 14; measles, 1; tuberculosis, 2. 

Total deaths from these diseases were: diph- 
theria, 1; scarlet fever, 1; measles; 1; tubercu- 
losis, 22. 

Included in the above were the following 
deaths of non-residents: diphtheria, 1; measles, 
1; tuberculosis, 1. 


SYPHILIS IN MassacHusetrs.—The State De- 
partment of Health, in its February Bulletin, 
reports as follows of its work in the prevention 
and suppression of syphilis. 

‘*Since the establishment of the Wassermann 
Laboratory by the State Department of Health 
in June, 1915, some 37,000 tests have been 
made, affording a fair sampling of the popula- 
tion as a whole. Five per cent. of these tests 
have been positive. This represents at least 850 
syphilitics. If this sampling is representative 
of the population of the State, many thousands 
of cases of this disease are constantly present 
among the inhabitants. Many students of the 
subject consider this rate too low. 

‘“Asacause of suffering, sickness and death, 
syphilis undoubtedly ranks next to lobar pneu- 
monia and tuberculosis, the two latter being re- 
sponsible for about 6,000 and 4,000 deaths an- 
nually, respectively. 

“Tn any event, it. is evident that this disease 
constitutes an exceedingly important health 
problem. Because the reporting of such cases 
is notoriously incomplete in states where it has 
been attempted, and of doubtful value at the 
present time, syphilis has not yet been placed 
on the list of diseases to be reported. 

‘*To aid in meeting the first of these difficulties 
the State Department of Health, as already in- 
dicated, has established a Wassermann Labora- 
tory for furnishing free diagnosis. For some 
time specimens have been examined at the rate 
of 25,000 annually. 

‘“‘To meet the second great difficulty,—the 
problem of obtaining an effective and trustwor- 
thy remedy for its treatment,—the State De- 
partment of Health has devoted much time and 


present war and consequent interference with 
trade had rendered specific remedies manufac- 
tured abroad practically unobtainable. 

‘*After much difficulty the Department has 
finally sueceeded in producing a specific rem- 
edy—an organic derivative of arsenic—which 
tests have shown to be less toxic than other pre- 
parations for the same purpose. 

‘‘The next step is to provide for the manu- 
facture of the remedy on a commercial scale suf- 
ficient to supply the demands for the citizens of 
the Commonwealth. The Department hopes, 
later in the year, to announce its readiness to 
supply the remedy on such a scale.’’ 


ENDURANCE OF POLIOMYELITIS GERM.— In 
the report of investigations of the Rockefeller 
Institute, published in thé April number of 
The Journal of Experimental Medicine, Dr. 
Flexner called attention to the extraordinary 
power of life the poliomyelitis organism pos- 
sesses, and reports experiments with virus which 
had been preserved for six years in a 50 per 
cent. solution of the weak disinfectant glycerol 
at a temperature of about 4 degrees centigrade. 
With this preserved virus poliomyelitis was pro- 
duced in monkeys. 


NEW ENGLAND NOTES. 


New Hampsuire.—The auxiliary committees 
of the New Hampshire State Committee for 
Medical Defense, which is a branch of the As- 
sociation of American Physicians for American 
Defense, and of which Dr. John M. Gile of 
Hanover is chairman, are meeting to organize 
and lay plans for action. The Grafton County 
branch, of which Dr. Percy Bartlett of Hanover 
is chairman and Dr. Daniel R. Chase of Le- 
banon, secretary, met on April 5 at Woodsville 
to outline a campaign for action. Physicians 
and surgeons of Rockingham county met in 
Portsmouth on April 5, and passed two resolu- 
tions: one stating the willingness of all mem- 
bers to perform whatever duties they were 
called upon to do as members of the reserve 
corps, and the second, that they would attend 
to the families of any enlisted men w'en care 
was needed. At the meeting of the !illsvor- 
ough county branch in Manchester, Apri! 3, 
Dr. A. W. Shea, of Nashua, was elected chair- 
man and Dr. George S. Foster of Manchester, 
secretary. Other members of this group in- 
elude Dr. H. L. Smith of Nashua, Dr. David 
W. Parker of Manchester, and Dr. J. Franklin 
Robinson of Manchester. Dr. Thomas J. 
Dougherty of Somersworth has been elected 
chairman, and Dr. Louis W. Flanders of Dover, 
secretary, of the Strafford County branch. 

Dr. J. C. B. Charest, of Derry, has proposed 
the recruiting of a French regiment of 1,000 
men in New Hampshire. 
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_(Garvard Medical School. 


SumMMER INstrucTION TO THE THIRD YEAR 
CLAss.—The following letter concerning the 
proposed summer instruction to the third year 
class has been sent to all members of that class 
in the Harvard Medical School. The purpose 
of this projected instruction is to expedite the 
graduation of physicians from school to take 
the place of others as house officers, in labora- 
tories, and in practice, who may thus be re- 
leased for service to their country in the war. 

‘‘In order to comply with the expressed 
wishes of the students of the third year class 
and of the government, instruction equivalent 
to that provided for the fourth year students 
will start on June 4th and be continued 
throughout the coming summer. Although it is 
optional with the student whether he will begin 
on June 4th or on September 24th, when the 
next regular academic year commences, each 
student is strongly urged to undertake the sum- 
mer work in order that he may be prepared 
as soon as possible to do his part in military 
preparedness. It is confidently stated by the 
government that medical students will be of the 
greatest help to the nation after the completion 
of their medical course, and it is the earnest de- 
sire of the government that medical students 
devote all their energies toward qualifying 
themselves as soon as possible by graduation 
from their respective medical schools. 

The Dean’s Office will be glad to assist stu- 
dents in so far as possible in arranging any 
financial or personal matters upon which their 
availability for summer work depends. 

The arrangements for summer instruction 
are, so far as developed at the present time, 
as follows: 


1. Instruction equivalent to that at present 
provided for the fourth year students shall be 
offered during the summer of 1917. 

2. Such instruction shall be open to any 
member in good standing in the present third 
year class who registers for this work on or 
before May 1st. 

3. The regular tuition fees shall be collected 
for this work. The first instalment of the 
tuition fee ($135) will be due on July 9; the 
second instalment ($90) on September 24. 
Students who, for sufficient reason, will be un- 
able to pay the first instalment of their fee on 
or before July 9, may obtain an extension of 
time (not beyond September 24) by making ap- 
plication in writing to the Bursar and filing it 
promptly at the Dean’s Office, accompanied by 
a full statement of the cireumstaneces which 
lead to the request. 

4. Such summer instruction shall begin on 
June 4 and continue uninterruptedly, with the 
exception of July 4, up to and including Sep- 
tember 23. From August 19 to September 3, 
there shall be a vacation period. On September 


24, the regular academic year shall begin again 
and continue up to mid-year with the regular 
vacation periods. At mid-year examinations 
shall be held for students who have completed 
satisfactorily the above course, and to those 
who pass the examinations the M.D. degree 
shall be awarded. 

5. Regular attendance shall be required of 
all students who register for summer work at 
the assigned exercises, in order that such work 
may count toward the degree of M.D. 

6. To all students whose work during their 
three years’ course has been of high standard, 
and whose work during the summer of 1917 
is equally creditable, the privilege will be 
granted of applying for medical service in the 
United States Army and Navy Service, in case 
these services desire such men for hospital ser- 
vice or further training in the Army and Navy 
medical schools. This work, if of four or more 
months’ duration, and creditably done, shall 
count in place of the second half-term of fourth 
year work, and on its completion such men will 
be allowed to take their final: examinations for 
the degree of M.D. To such of these students as 
are commissioned as officers in the regular 
Army and Navy Medical Service after a satis- 
factorily completed course in the Army or Navy 
Medical School, the degree of M.D. shall be 
granted without further examination. 

7. For all such students as signify their 
intention of applying for the Army or Navy 
medical service, as outlined above under 6, ar- 
rangement will be made for them to be so as- 
signed as to receive, during the summer, one 
month’s instruction in pediatrics, one month’s 
instruction in obstetrics, one month’s instrue- 
tion in the various specialties, and one month 
in medicine or surgery. For all others the 
course will be given essentially as already ar- 
ranged for the fourth year. 

8. Further details will be announced at a 
later date.’’ 

E. H. Braprorp, Dean. 


Obituary. 


CHARLES F. DENNY, M.D. 


Dr. CHARLES F. Denny of St. Paul, Minn., 
died on March 24 of cardiac disease, in his 60th 
year, at Los Angeles, Calif. 

His early education was obtained in New- 
buryport, Mass. He took the course at the 
Massachusetts College of Pharmacy, but later 
entered the Harvard Medical School and grad- 
uated in 1882, after which he removed perma- 
nently to St. Paul, where he practised until 
January, 1917. His health had failed consider- 
ably during the past year, and -to escape the 
severity of the winter he went to California, 
where he rapidly grew worse and died in the 
hospital. 
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Dr. Denny retained his membership for some 
time in the Massachusetts Medical Society. H 
was a member of the Minnesota State Medica 
Society, and had been on the staff of two of the 
St. Paul hospitals, but recently resigned from 
one. He made a specialty of abdominal sur- 
gery, and was a contributor to the Northwestern 
Lancet and the Boston MEpICAL AND SURGICAL 
JOURNAL, 

He never married. 


Correspondence. 


REGISTRATION OF PHYSICIANS. 


Boston, April 25, 1917. 
Mr. Editor: 

CHAPTER 56 of the General Acts of 1917 Was en- 
acted by the Legislature March 10, 1917, and is an 
amendment to the law regulating the registration of 
physicians. This amendment has been somewhat vio- 
lently criticized by many physicians. One may in- 
fer from these criticisms that the Act has not been 
generally read because much of the criticism has 
shown imperfect knowledge of its text and pur- 
poses. 

The Board of Registration in Medicine has a lim- 
ited number of reprints of the Act, which it will fur- 
nish on application. 

President Woodward of the Massachusetts Medical 
Society has suggested that some explanation of the 
new law appear in your columns. 

It should first be borne in mind that there is 
nothing in this Act which has not already been 
adopted and approved in other states. 

The original draft of the bill was submitted to the 
Committee on State and National Legislation of the 
Massachusetts Medical Society, and was approved. 

The first provision in the amendment relates to 
medical study, and provides that applicants for reg- 
istration must be graduates of medical schools which 
give a full four-years’ course of instruction of not 
less than thirty-six weeks in each year. 

The next change provides that the Board of Reg- 
istration in Medicine may cancel the registration of 
physicians, for a limited period not exceeding one 
year, who have been guilty of gross and confirmed 
use of alcohol in any of its forms while engaged in 
the practice of medicine, or the use of narcotic drugs 
in any way other than for therapeutic purposes, or 
who have published, or caused to be published, or 
distributed or caused to be distributed any literature 
contrary to the provisions of Chapter 386 of the Acts 
of the year 1908, or who have acted as principal or 
assistant in carrying on the practice of medicine by 
an unregistered person; and then goes on to provide 
punishment for fraud attempted or committed in 
connection with securing registration, and also for 
fraud attempted or committed in connection with the 
practice of medicine. 

These features of the amendment no one has criti- 
cized, so far as I know, because all reputable men 
believe in putting into the law provisions which may 
deal with crime and dishonesty; but when this Act, 
in Section 3, requires the doctor to make a journey to 
his city or town clerk and pay a fee of twenty-five 
cents, many doctors have felt very much disturbed. 
This provision is not for annual registration, and 
will not have to be repeated unless a physician opens 
an office in another locality. 

There are several good reasons for this registra- 
tion. For instance, this State borders on New 


Hampshire, Vermont, New York, Connecticut and 
Rhode Island. Doctors who are registered in these 
states can practise in border towns in this State 


without being registered here, and have, in some 
instances, abused this privilege by going beyond the 
border towns. This Act enables one to follow the 
practice of these men, and may have to be followed 
by other legislation to bring medical practice in 
these border towns up to some recognized average 
quality. 

Again, a considerable number of physicians from 
other states spend their vacations in Massachusetts, 
and while here practise their profession. 

Under this amendment, city and town clerks now 
know more about the medical registration law, and 
local officials will be more interested in enforcing 
it. An official in Berkshire County, or on the Cape, 
can now go to the city or town clerk and at once 
ascertain whether a man is legally entitled to prac- 
tise in this State. It may not occur to him to write 
to Boston for the information, 

Again, an unlicensed travelling doctor could former- 
ly work in Worcester until driven out, then go to 
Lynn, or someother city, and again move on when it 
became necessary. He could often do enough business 
so that, like some illegal saloon keepers, he could 
afford to pay the usual fine, and have money enonch 
left to pay him for his time. Under the amen 
he may be apprehended as soon as registered i. 
new place. 

Again, leaving the irregulars out of consideration, 
information is often sought relative to the last place 
of practice of a physician. Directories are not up 
to date. This recording, after being put into opera- 
tion, will give more certain, up-to-date information. 
It often happens that after a recent graduate is 
authorized to practise, more than a year has 
elapsed before his name appears in a directory, and 
some person may want to know where he may be 
reached. One might go on with other reasons for 
knowing the location of any given person. 

Several physicians have bitterly denounced this 
law and also all who endorsed it. If this attitude is 
taken by any great number, the law ought to be re- 
pealed, because it is useless to have a law which is 
not respected, even though it may be of value to 
certain officials. If the majority of the profession 
is unwilling to make the personal sacrifice involved 
in meeting the provisions of this law (one trip to the 
office of his city or town clerk, and the disbursement 
of twenty-five cents), or if they feel doubtful of the 
purpose and methods of those who are trying to 
put power into the law and develop a higher aver- 
age of medical efficiency (which can come about only 
by eliminating the unworthy), then those objectors 
should definitely and positively make their positions 
clear. They should try to eliminate from active in- 
fluence those in whom they have no confidence, and 
then constructively deal with the laws. 

If Massachusetts is to take a position among the 
other states, regulating and standardizing medical 
study and practice, some persons must be willing to 
do the disagreeable work involved in formulating 
and securing legislative action. 

Recent criticism of the physicians in the Legisla- 
ture, who have worked very hard for medical legis- 
lation, has led these gentlemen to feel that the pro- 
fession has neither supported nor appreciated the 
quality and quantity of effort expended. 

Dr. Hart and his associates are entitled to ever- 
lasting gratitude for dealing patiently and success- 
fully with many trying situations. They should be 
congratulated, and not scolded. 


Respectfully, Warrer P. Bowsers. 


AMENDMENT TO THE WORKINGMBN’S 
COMPENSATION ACT. 
Mr. Editor: 
At midnight of April 23 the bill to amend the Work- 
ingmen’s Compensation Act, introduced by the Massa- 
chusetts Medical and Homeopathic Medical Societies, 
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became a law, and without the Governor’s signature. 
The final form in which the law was passed is as 
follows: 


Chapter seven hundred and fifty-one of 
the acts of the year nineteen hundred and 
eleven, as amended by section one of chapter 
seven hundred and fourteen, is hereby 
amended by striking out section five of Part 
If as amended and inserting in place thereof 
the following new section :— Section 5. Dur- 
ing the first two weeks after the injury, and, 
if the employee is not immediately incapaci- 
tated thereby from earning full wages, then 
from the time of such incapacity, and in un- 
usual cases, in the discretion of the board, 
for a longer period, the association shall fur- 
nish adequate and reasonable medical and hos- 
pital services, and medicines, when they are 
needed. The employee shall have the right 
to select a physician other than the one pro- 
vided by the association and in the event that 
he shall be treated by a physician of his 
own selection, or where, in case of emergency 
or other justifiable cause, a physician other 
than the one provided by the association is 
ealled in to treat the injured employee, the 
reasonable cost of his services shall be paid 
by the association, subject to the approval of 
the Industrial Accident Board. Such approval 
shall be granted only if the board finds that 
the employee was so treated by such physi- 
cian, or that there was such emergency or 
justifiable cause, and, in all cases, that the 
services were adequate and reasonable and 
the charges reasonable. 


The passage of this law marks one stage in the 
fight to correct the injustice and ineffectiveness of 
the Workingmen’s Compensation Act as it stood for 
four years. The principles involved concern not only 
the physicians througout the state, but every work- 
man, every employer of labor, and very many large 
insurance companies. The passage of the amendment 
through the legislature was of great interest. The 
only open opposition to the bill was of some large in- 
terests in Worcester and in Boston. In contrast to this 
the bill had the support not only of the medical soci- 
eties but of all the various labor organizations, and very 
many employers. The Chairman of the Industrial 
Accident Board stated at the hearing that the doctors 
were entitled to relief. The insurance companies of- 
fered no open opposition. The bill had a unanimous 
report from the Joint Judiciary Committee. It went 
through the three readings of the House with no 
apparent opposition, and it was not until the third 
reading in the Senate that any marked attempt was 
made to defeat the bill. In this instance, the oppo- 
sition was originated almost entirely at a_ single 
source. That same opposition was met when the 
bill was finally given to the Governor for his signa- 
ture. It is a matter of regret that the bill had to 
became law, as it did, without the signature of the 
Governor. It is not clear how a bill which had the 
support of all the physicians, of all the workingmen, 
of many employers, and with so little open opposi- 
tion, could have failed to have the support of the 
Governor. 

The law as it now stands is not perfect, but it is a 
marked iniprovement actually for all concerned, com- 
pared with the law as it stood. The chief beneficiar- 
ies under it will unquestionably be the workingmen; 
but the entire economic situation we believe will be 
improved by compelling good medical service to be 
rendered in the case of accident, however and wher- 
ever it is furnished. 

Two important duties now lie before the physicians 
of the state: In the first instance, it is imperative that 
the profession as a whole emphasize the sincerity of 
their contentions by the most scrupulous care in their 
conduct of all industrial cases, hoth in their medical 


and financial relations to the case. One of the great- 
est dangers to be encountered would be the unfair 
exploitation of the law in securing undeserved re- 
muneration or in any way becoming objects of de- 
served criticism at the hands of those who must ad- 
minister the law. The second duty, also of great 
importance, is the recognition of the fact that already 
a powerful opposition is being organized to attack the 
law and repeal it or seriously cripple it at the next 
session of the legislature. The profession throughout 
the state must continue their defence of the justice 
of the law as it now stands and coéperate in pro- 
tecting it. It would be a great discouragement to the 
committees of the two societies that have worked so 
hard to bring this change about, to have its work all 
undone either by a lack of continuous and aggressive 
codperation on the part of the profession or disloyalty 
in the performance of its duties under the law, to 
those principles of honesty and fairness which in 
reality are the fundamentals of the ethics of the 
practice of medicine. To justify the work on behalf 
of this new act we must work together and in the 


spirit of fair play in which the amendment to the 
Compensation Act was drawn. 
Artutur N. Broventon, Chairman. 


THE TREATMENT OF STAMMERING., 


Los Angeles, Calif., April 3, 1917. 
Mr. Editor: 

Although the article in the December 7th, 1916, 
number of the JouRNAL, entitled “An Outline of the 
Elements and Treatment of Stammering,” embraces 
the generally recognized views of the subject, it does 
not include a recent view, of which every one inter- 
ested should take cognizance. Since these views are 
advanced, and to a considerable extent elucidated, 
by Dr. Albert Liebmann of Berlin, a world authority, 
no discussion of the subject is complete without them, 
especially as they are revolutionary as far as the 
treatment is concerned. If Dr. Liebmann is right, the 
current treatments are diametrically wrong and really 
intensify the impediment, notwithstanding the tem- 
porary improvement due to the calming environment 
of the cure. These views are given and supported in 
“Die psychische Behandlung von Sprachstérungen” by 
Dr. Albert Liebmann, published by Oscar Coblentz, 
Berlin, 1914. 

Briefly and comprehensively, the lategt information 
is about as follows: 


(1) The stammerer has first progressed so far in 
the acquisition of speech that he talks automatically. 
It does not necessarily follow that his vocabulary is 
large; but what he does say he says automatically. 

(2) The inducing causes are entirely accidental or 
incidental, and not due to any defect whatever of the 
individual. They»may all be classified under the head 
of a temporary speech interruption. For instance, 
imitation stammering is voluntary temporary speech 
interruption; aphasia is a temporary speech inter- 
ruption; so is the broken speech induced by shock, 
fright, fainting, etc. This unification of the causes of 
stammering is alone an interesting indication of the 
reliability of the new views. None of the old views 
could account for the origin of one disorder from 
totally dissimilar causes. Even the astute Professor 
John Madison Fletcher writes as recently as 1914, 
“Just how being bitten by a dog can produce stutter- 
ing in the same fashion in which habits are acquired 
is not easy to se@;...” But it is easy to see in the 
present light on the subject. 

(3) When normal speech is interrupted the 
speaker makes a conscious effort to overcome the in- 
terruption; but since speech is automatic, and not 
consciously directed, except to start, stop, and inflect 
it. the effort is misdirected, and normal speech is 
blocked by this misdirected effort. It is remarkable 
that. although practically all of the recognized an- 
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thorities have observed and recorded these mis- 
directed efforts, Dr. Liebmann seems to be the only 
one who has properly interpreted them. Pages could 
be filled with these observations. For instance, Kuss- 
maul says, “He presses his lips, or his tongue and his 
teeth, or his tongue and his palate, more firmly to- 
gether than is necessary.” Let any one press his 
lips tightly together and see how much he can talk. 

(4) The obstruction to speech caused by the mis- 
directed effort causes a mistaken idea of speech dis- 
ability. Rudolf Denhardt fully demonstrated the 
mistakenness of that idea many years ago. The 
stammering Mr. Jones demonstrates it, when, after 
struggling violently to say his name, he relaxes 
and says, “I cannot say Jones.” To overcome the 
imaginary difficulty, the stammerer continues his 
conscious speech efforts, and thereby makes the real 
ditiiculty. In other words, stammering is a complex 
habit, involving a mental and a muscular element. 
The mental element is the fear of inability to say a 
certain sound, and the muscular element is the mis- 
directed effort to overcome that inability. Dr. Frank 
A. Bryant wonderfully confirms this view in his state- 
ment, “...a spasm habit is formed, chiefly mental, 
but in some degree and in a connecting manner, phys- 
ical, which as often as it is repeated, is made strong- 
er, so if mental aberrations be absent, a muscular 
habit remains.” This statement was published before 
Dr. Liebmann’s booklet, and, except for the old, ex- 
ploded idea of mental aberrations—the ancients 
thought the stammerer was insane—it is a remark- 
ably clear description of the facts. 

(5) The correction of stammering rests on two 
principles, namely, the restraint of the spasmodic 
effort, and the cultivation of automatic speech—not 
of conscious speech of any kind, such as accented 
vowel, gradual start, continuity, or any of the artt- 
ficial means almost universally practised; because 
any conscious effort intensifies the original trouble, 


Many corollaries follow these propositions, but the 
most important one is that the disorder may be ex- 
tirpated when parents and teachers are induced to 
prohibit stammering at or near its inception. Schools 
should substitute written recitations for oral ones for 
the stammerers, and stammering should be prohibited 
on school property. In reality this is required by 
law, for there are laws against the spread of con- 
tagious disorders in schools. However, public senti- 
ment is necessary for the enforcement of any law; 
and as long as all the sentiment on the subject of 
stammering originates with those who profit by the 
continuance of the disorder, there will not be an ap- 
preciable move to have it stamped out in the schools: 
except, of course, by the employment of special teach- 
ers,—a wholly unnecessary and unjustified course, 

Yours sincerely, 
ERNEST TOMPKINS. 


SOCIETY NOTICES, 


Essex Sovutnm Districr Mepicat Society Censors’ 
EXAMINATION.—The Censors of the Essex South Dis- 
trict will meet at the Salem Hospital, Thursday, May 
10, 1917, at 3.80 p.m., for the examination of candi- 
dates for admission to the Massachusetts Medical 
Society. 

Members of the Society are requested to inform all 
eligible non-members of this meeting. 

Candidates should apply to the secretary at least 
three days before the meeting. 

HAMLIN P. BENNETT, M.D., Secretary. 
41 Lewis St., Lynn. 


NorroLtkK Districer Socrery.—The sixty- 
seventh annual meeting of the Society will be held at 
Wetet treorgian, 7 Park Square, on May 8, 1917. at 
P.M. 

Business meeting: 


Minutes of previous meeting. 
Report of committees. 
Report of Treasurer. 
Election of officers. 
Incidental business. 


Dinner, 6 p.M, The Entertainment Committee have 
engaged seats at B. F. Keith’s theatre for the even- 
ing performance immediately following the dinner, The 
tickets are for reserved seats in the orchestra and 
will be distributed during dinner, that members sitting 
together may be able to do so at the theatre as well. 

The Board of Censors will meet for the examina- 
tion of candidates on Thursday, May 10, at 2 P.., 
at the Roxbury Masonic Temple, 171 Warren Street, 
Roxbury. 

The Secretary particularly requests that all who 
expect to attend the annual dinner will notify him in 
advance. Dinner tickets may be obtained from the 
Secretary for one dollar and fifty cents each. 

T. F. Greene, President. 
BRADFORD KENT, Secretary, 
79S Blue Hill Ave., Dorchester. 


SurroLkK Districr Socrety CENSORS’ Ex- 
AMINATION.—The Censors of Suffolk District will 
meet to examine candidates for admission to the 
Massachusetts Medical Society at the Boston Medical 
Library on Thursday, May 10, 1917, at 4 p.m. Candi- 
dates, who must be residents of the Suffolk District 
or non-residents of Massachusetts, should make per- 
sonal application to the secretary, and present evi- 
dence of their graduation from a recognized medical 
school, at least three days before the examination. 

For further particulars apply between 4 and 5 p.m. 
(except Saturdays and Sundays), to 

Davip CHEEVER, M.D., Secretary. 
355 Marlborough Street, Boston. 


APPOINTMENTS, 


Davin D. Brovuau, M. D., who has been in the health 
department of the City of Boston for nearly 25 years, 
has been appointed deputy health commissioner, head 
of the medical division to succeed the late Dr. Thomas 
B. Shea. 


MARSHALL L. ALLING, M.D., has been appointed to the 
oftice of associate medical examiner of the Lowell dis- 
trict in the place of Dr. T. B. Smith who succeeded 
the late Dr. Joe V. Meigs as medical examiner. 


Dr. Francis H. Stack, deputy commissioner of 
health, will resign from the Boston Health Department 
on May Ist, to become pathologist at the Sias Labora- 
tory, Brookline. Dr. Slack graduated from Tufts 
Medical School and entered the service of the city as 
milk bacteriologist in 1904. He later became director 
of the laboratory. In 1910 he left the city temporari- 
ly to become a professor of bacteriology at the Kansas 
State Agricultural College, but was recalled about a 
year later to become secretary of the Board of Health 
to succeed Charles E. Davis. When the Board of 
Health was re-organized, Dr. Slack was appointed 
deputy commissioner in charge of the laboratory. He 
is secretary of the Massachusetts Association of 
Boards of Health and is a member of the American 
Medical Association, the Suffolk District Medical So- 
ciety, the Boston Society of Medical Improvement, the 
American Public Health Association and the Society 
of American Bacteriologists, 


MARRIAGES. 

HioWARD EBEN GARDNER, M. D., who recently re- 
ceived a commission as assistant surgeon of the re- 
serve force of the United States Navy, with the rank 
of lieutenant, was married to Miss Maude Paine 


Badger, of Brockton, on Tuesday, March 27. 1917. 
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